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DIAGNOSIS AND TREATMENT OF VARI- 
OUS TYPES OF HYPERPLASTIC 
ETHMOIDITIS. 
J. L. Maysavum, M.D., F.A.C.S., 
New York, N. Y. 


Of the chronic pathological conditions of the eth- 
moid, the one extremely common, troublesome and 
difficult of recognition in its incipiency is the 
chronic hyperplastic or non-suppurative type. This 
form of ethmoiditis has received, to my mind, com- 
paratively little attention, in contradistinction to that 
devoted to the chronic suppurative type, although, as 
a matter of fact, early recognition and treatment of 
the hyperplastic will in many instances prevent the 
latter. Often early diagnosis depends on subjective 
symptoms, when apparently no objective signs point- 
ing directly to involvement of this region are present. 

EtioLocy AND DEVELOPMENT. 

The factor causative of hyperplastic ethmoiditis 
depends upon a protracted and more or less con- 
tinued disturbance of nutrition of the ethmoid laby- 
rinth, rather than upon inflammatory changes with 
bacterial invasion—in other words, interference with 


‘the normal ventilation and drainage from obstructive 


lesions in or about the middle meatus would seem to 
justify the suspicion that, aside from local obstruct- 
ing conditions as causative factors, continued irrita- 
tion of the nasal mucous membrane may be the re- 
sult of a general disturbance, i. e., protein sensitiza- 
tion. Gastro-intestinal and endocrine gland disturb- 
ances are not infrequently associated conditions. 
There is usually a history of repeated attacks of acute 
rhinitis; the process in the nose subsides, while the 
muscous membrane covering the ethmoid wall and 
the outer surface of the middle turbinate, owing to 
defective drainage and existing thickening from 
Previous attacks, does not return to normal; from 
constant irritation of secretion and because of pas- 
sive hyperemia, the mucous membrane undergoes 
hyperplasia. The condition at first is confined to the 
nasal wall of the ethmoid, eventually spreading to 
the ethmoid cells themselves. A superficial exami- 
nation of the nose discloses nothing abnormal in 
early cases except a somewhat soft and thickened 
mucous membrane on the free border of the middle 
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turbinate. Because no pus or polypi are seen in 
the nose and because the chief symptom is a pro- 
fuse watery discharge, the examiner excludes, or 
rather overlooks the possibility of ethmoiditis being 
present and places the trouble in the class of cases 
of nervous irritability of the nasal mucous mem- 
brane, vasomotor disturbance or possibly a mani- 
festation of hay fever. 


The continued slight irritation of a certain por- 
tion of the nasal mucosa causes, at first, a hyperemia 
with subseugent exudation of serum into the inter- 
stitial spaces of connective tissue. If the irritation 
be mild the hypertrophy will tend to spread itself 
over a broad area, gradually losing its polypoid char- 
acter into surrounding tissue. If, however, it be of 
greater degree, the continued collection of serous 
elements, assisted by the force of gravity, will soon 
cause the appearance of true mucous polypi. Be- 
sides involving the lining mucous membrane of the 
ethmoid cells and the mucosa of the nasal wall of the 
ethmoid, these changes are especially common over 
the unciform process and the bulla ethmoidalis. In 
time the underlying periosteum and ethmoid bone 
become involved. The bone changes are the result 
of reabsorption and, in part, of newly formed bone, 
the former change, as a rule, predominating. 


ETHMOIDAL POLYPI. 


Of especial interest are the opinions of the rela- 
tionship, pathologically, of ethmoidal polypi to the 
underlying bone. Opinions are divided between 
those who consider that the disease originates in the 
bone and spreads outward—this being the view ex- 
pressed by Woakes, Lack and Packard; and those 
who regard the changes in the mucous membrane as 
primary, and the invasion of the bone secondary— 
the view held by Hajek, Wright, and J. M. Mac- 
kenzie. I. E. Woakes, of London, was the first to 
call attention to the relationship existing between 
nasal polpyi and the ethmoidal disease. He regarded 
nasal polypi as a result of a necrosing condition of 
the underlying bone, designating the process as a 
necrosing ethmoiditis. Hajek, on the other hand, 
considered the term necrosing ethmoiditis a misno- 
mer, his view as to the origin of polypi being radical- 
ly different. As a result of extensive microscopical 
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studies, Hajek concluded that polypi took their in- 
ception from the columnar, external layer of the 
epithelium and extended inward, involving the per- 
iosteum and finally attacking the bone; that no sign 
of necrosis or caries of the bone could be found, but 
that the osseous changes were those of increased 
bone formation and rarifying osteitis. The findings 
were later confirmed by Cordes, Uffenorde, Skillern 
and others, so that it is established that polyps and 
polypoid hypertrophies are due to external causes 
_ and that the many changes in the bone are the result 
and not the cause of these pathological conditions. 
Cordes later partly changed his views, agreeing in 
the main with Hajek, but regarding the recurrence 
of polyps as due to an ostitis or chronic periostitis 
with serous exudate; thus when polyps arise from 
the mucous membrane, a simple removal will cure, 
but when they recur it proves an involvement of bone. 
Whichever view as to the origin of nasal polypi is 
held, there is the same necessity for removal of all 
diseased ethmoidal cells, in order to effect a cure 
and prevent recurrence. 
Primarily, hyperplastic ethmoiditis is a non-sup- 
purative disease, although a superimposed infection 
may at any time alter its character temporarily or 
permanently. Various views have been expressed 
since Grunwald’s contention that all nasal polypi 
were practically pathognomonic of accessory sinus 
suppuration, and Uffenorde’s assertion that they have 
absolutely no relation, per se, to it. Uffenorde ad- 
hered to the opinion that suppuration was more often 
secondary to polypus. Skillern does not accept the 
views of Uffenorde in their entirety, but. believes 
that nasal polypi, under certain circumstances, result 
entirely from irritation of purulent secretion exuded 
from the diseased sinuses. In suppurative ethmoid- 
itis of recent origin, polypi are not present. Chronic 
hyperplastic ethmoiditis with polyp formation may, 
throughout its course, never be associated with pur- 
ulent secretion. Likewise, chronic purulent ethmoid- 
itis may never give rise to the formation of polypi. 
From time to time acute exacerbations from infec- 
tion may occur during the course of a chronic hyper- 
plastic ethmoiditis with formation of purulent dis- 
charge; but with the subsidence of the attack this 
discharge becomes again profuse, thin and watery. 

Cases of chronic purulent ethmoiditis are seldom 
entirely free from purulent discharge with crust 
formation. 

In latent types of suppurative ethmoiditis the nose 
is entirely free from discharge until an acute exacer- 
bation through an infection or so-called cold takes 


place; in chronic non-suppurative or hyperplastic 
ethmoiditis, the nose is never entirely free from the 
characteristic, thin, watery discharge. In a number 
of instances I have received bacteriological reports 
of sterile purulent secretion in cases of purulent in- 
flammation complicating chronic hyperplastic eth. 
moiditis. Polyps developing secondarily to chronic, 
purulent ethmoiditis from constant bathing of the 
mucous membrane with purulent secretion, are usual- 
ly large and few in number and spring from those 
parts of the ethmoid which are low down and promi- 
nent, i. e., the uncinate process, bulla and middle 
turbinate. In non-suppurative ethmoiditis the polyps 
are small and numerous and occupy the various 
ethmoidal cells. The inferior turbinate in suppura- 
tive ethmoiditis is often distinctly atrophic, whereas 
in simple, hyperplastic ethmoiditis it is frequently 
hyperthophic. It is impossible to give the reason for 
the occurrence of polpyi in certain cases of suppura- 
tion and not in others. We do not know, however, 
from clinical observation that they often occur en- 
tirely dissociated at any time with sinus suppuration 
and that a certain proportion of cases result from a 
chronic suppurative ethmoiditis. 


CLASSIFICATION. 


. Freer classifies the hyperplastic form of ethmoid- 
itis into three groups. These are in reality different 
stages of the same disease: 

1. Superficial, hyperplastic ethmoiditis, in which 
the most common manifestation is polypoid hyper- 
plasia of the mucous membrane of the middle turbi- 
nate and middle meatus, especially in the region of 
the hiatus semilunaris. While there may be some 
softening and degeneration of the middle turbinate, 
the bony structure of the ethmoid is not involved 
to any extent. There is no suppuration from the 
ethmoidal cells. 

2. Deep-seated, hyperplastic ethmoiditis, nor- 
suppurative. This condition involves the lateral 
mass of the ethmoid bone to a varying degree, in 
extreme cases all of the ethmoid cells being degene- 
rated to the lamina papyracea. In operating upon 
such cases one finds that the entire middle turbinate 
and walls of the ethmoid cells have become softened 
and partly absorbed by a rarefying osteitis so that 
the punch forceps penetrates with ease into the ut 
resisting body of the ethmoid bone until firm bone 
is reached; this indicates the limit of the exenterta 
tion. Simple removal of polypi in such cases is ust 
less; recurrence always takes place unless the under- 
lying diseased bone is thoroughly removed. 

3. Deep-seated, suppurative ethmoiditis. In this 
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form numerous ethmoid cells may be filled with pus. 
The appearance, otherwise, does not differ from the 
non-suppurative type. 

SYMPTOMS, 


The symptoms by which hyperplastic ethmoiditis 
can be recognized are usually quite characteristic and 
fairly definite. The patient complains of constant 
or frequently recurring colds in the head not in- 
fluenced by ordinary treatment. Paroxysmal attacks 
of sneezing, especially on rising, accompanied by 
profuse, watery discharge from the nose, are fre- 
quent complaints ; the profuse discharge necessitates 
the use of half a dozen or more handkerchiefs daily ; 
no stain, however, appears upon them, differing thus 
from the purulent form. After a time, probably the 
most constant and disturbing symptom is headache, 
frequently described as burning or boring between 
the eyes, or it may be supraorbital. The headache 
accompanying this trouble may be more severe than 
in any form of sinus infection. I have had a num- 
ber of undoubted cases of hyperplastic ethmoiditis 
in which this symptom was entirely absent, the pa- 
tient simply complaining of a slight sensation of 
fullness or pressure in the upper part of the nose. 
On the other hand, this form of ethmoiditis may be 
responsible for a number of headaches varying from 
fullness over the bridge of the nose to severe pain 
over the entire head, without other definite signs or 
symptoms. Among other eye symptoms complained 
of are fullness in the eyeballs, pain on reading, so- 
called weakness”of the eyes, scotoma, and especially 
increased lacrimation. The orbital manifestations 
of chronic hyperplastic ethmoiditis are interesting 
because of the obscure picture which they often pre- 
sent. They are usually of mechanical origin and are 
to be expected when we recall that the orbital and 
nasal cavities are supplied by the same sensory 
nerves. This affection, on the other hand, may run 
such a latent course that the patient consults us on 
account of other conditions, as disturbance of olfac- 
tory function, pharyngeal affections, tinnitus or im- 


paired hearing—all of these taking their origin from 


the primary disease. The olfractory sense is usual- 
ly affected in part through hypertrophy of the mid- 
dle turbinate and in part through anatomic changes 
from occlusion of the olfactory space by encroach- 
ment of the polypi.. The disturbance of smell may 
take the form of a subjective cacosmia or the sense 
of smell may be entirely lost. The odor of which 
the patient complains is undoubtedly due to stagna- 
tion of secretion in some of the interstices behind 
the polypoid masses. In like manner an unpleasant 


taste is often present on arising, due to stagnation 
and fermentation of secretion which has collected in 
the choanae during the night. Owing to the pro- 
fuseness of secretion and its irritating character, 
there is frequently an eczema of the ala nasi and the 
upper lip. Asthma has long been recognized as a 
common reflex condition occuring during the course 
of some cases of hyperplastic ethmoiditis and amen- 
able to treatment by the proper surgical measures di- 
rected to the ethmoid region. 


OBJECTIVE SIGNS. 


At the outset there may be but little discernible 
except hypertrophy or anemia of the mucous mem- 
brane of the middle turbinate, of the area directly an- 
terior to it and of the middle meatus (case 1), though 
careful inspection may reveal a beginning local poly- 
poid change in the anterior end of the lower border 
of the middle turbinate. Uffenorde emphasizes as a 
diagnostic, in fact almost a pathognomonic sign of 
hyperplastic ethmoiditis, the soft, edematous condi- 
tion of the mucous membrane of the outer surface 
of the middle turbinate. Occasionally one or two 
small polypi in the cleft hetween the middle turbi- 
nate and outer wall of the nose may be the only ob- 
jective evidence of the disease. The appearance of 
polypi or polypoid swelling in the nose proper de- 
pends entirely on the position of the middle turbinate. 
If this structure lies close against the lateral wall of 
the nose (normal position) the ordinary micro- 
scopic examination will disclose nothing abnormal, 
unless the disease has progressed for a long period 
of time. 


Where the middle turbinate is in close contact 
with the outer wall of the nose, a long-bladed Kilian 
speculum inserted into the middle meatus after 
thorough cocainization, will reveal hitherto unsus- 
pected changes in the ethmoid wall in early stage by 
means of inspection and the nasal probe. I have not 
found x-ray plates of any particular value in my 
cases of non-suppurative ethmoiditis. Advanced 
cases present no difficulty in diagnosis, as examina- 
tion reveals masses of polypi in the middle meatus. 
In marked cases the middle turbinate and all of the 
ethmoid cell-walls, except a few remaining spiculae 
of bone, are absorbed and the lateral mass of eth- 
moid bone is replaced by polypi tightly wedged into 
a space bounded externally by the orbital plate and 
internally by the nasal septum. In such cases land- 
marks for operation may be lost, but the polypoid 
tissue and softened degenerated bone offer a guide; 
the operator knows when he has reached the bound- 
aries of the disease as soon as his curet encounters 
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firm, hard bone. Many of the more advanced cases 
become secondarily infected and present the picture 
of a suppurative ethmoiditis. The important signs 
and symptoms to keep in mind, therefore, especially 
in the earlier cases, are: the soft edematous condi- 
tion of the mucous membrane of the outer surface 
of the middle turbinate ; paroxysms of sneezing; pro- 
fuse, watery discharge from the nose; severe head- 
ache, usually supraorbital; and so-called weakness 
of the eyes. There may be no sign of pus in the nose, 
and no polyps, and not until we open the ethmoid may 
we find the actual seat of the trouble. The severity of 
-these symptoms depends largely upon the general 
condition of the individual as well as upon the extent 
of the disease; as some cases of moderate involve- 
’ ment have symptoms of severity equal to those show- 
ing marked changes in the entire ethmoid labyrinth. 
TREATMENT. 


While occasionally one sees cases of one or more 
polyps springing from the middle turbinate or unci- 
form process, for which a snaring operation is all 
that is necessary to establish a cure, it should be 
borne in mind that this result is exceptional, as 
proved by the recurrence of polypi and increase in 
their number. As it is established that these recur- 
rences of nasal polypi are accounted for by the fre- 
quent failure to detect disease of the underlying 
bone, it follows that to effectively cure these cases a 
thorough curetement of the ethmoidal cells is neces- 
sary, until healthy bone is reached ; this, in the earlier 
cases, may require partial removal of ethmoidal cells 
especially of the anterior group, but in the majority 
of cases I have found it necessary to do a complete 
exenteration. 


The treatment to be adopted will depend upon the 
stage of the disease. Conservative treatment is use- 
less after the disease has fully developed. In the 
earliest stages, when the condition of hypertrophic 
rhinitis is present, every effort should be made to 
promote and maintain proper drainage and ventila- 
tion of the ethmoid and other sinuses. Correction 
of a deviated septum, especially a high deflection, 
removal of hypertrophied anterior end of the mid- 
dle turbinate when present, are indicated and may 
be regarded as conservative measures. Very often 
the improved ventilation of the ethmoid cells is all 
that may be required to bring about a cure of the 
earliest stages of hyperplastic ethmoiditis. In cases 
somewhat more advanced, removal of the anterior 
ethmoidal cells with curet and punch forceps, leav- 
ing the middle turbinate intact, not only provides the 
desired drainage and ventilation, but removes the 


polypoid tissue and diseased bone and at the same 
time leaves a considerable amount of healthy tissue 
in place, which is desirable for the welfare and com. 
fort of the patient. Where the polypi are large 
and few in number and spring from the middle turb. 
inate, pointing to the possibility of healthy underly. 
ing bone, simple snaring of these growths may suf- 
fice. It is reprehensible practice to snare polyps with. 
out investigating the condition of the bone by means 
of a probe. Following up their attachment by exami. 
nation of the ethmoid capsule after refracting the 
middle turbinate, we can determine the condition of 
the lining mucous membrane and decide upon the 
type of operation indicated. If the polypi are so 
large and numerous that this is impossible, it is fair- 
ly certain that the greater part of the ethmoid is 
diseased, and with it, in a majoriy of instances, the 
middle turbinate. If, after refracting the healthy 
middle turbinate, a few polypi are seen springing 
from the region of the bulla and uncinate process, 
the conservative procedure of snaring the polyps 
may be adopted, to be followed by removal of the 
bony base from which these spring, by means of a 
Grunwald forceps. The diseased cells are removed 
until the thin, whitish membrane which lines the 
normal ethmoid cells is seen. The middle turbinate 
may be left intact unless the anterior end shows evi- 
dence of disease. By pursuing the above course hy- 
perplastic ethmoiditis may sometimes be - effectively 
combated with preservation of the middle turbinate. 
The patient should be informed, however, that the 
purpose of this type of operation is to relieve the 
nasal obstruction and not to cure the disease, a 
there is always a possibility of early recurrence. As 
to whether a partial or complete exenteration should 


‘be done, this can usually be decided only at the time 


of the operation; in other words, the exenteration 


should extend as far as the pathological condition it f 


the particular casé warrants. 

The importance of this form of ethmoiditis wa 
recognized by Casselberry as early as 1894 in 4 
paper, read before the American Laryngologicd 
Society, in which he said: “Polyps are commonly 
one of the earliest manifestations of ethmoiditis and 
when present the case should not be dismissed with 
a simple snaring as adequate to the occasion, but 
should be viewed as at least suggestive of a develop 
ing disorder which is liable to. culminate seriously 
unless controlled.” 

In advanced cases where there have been markel 
changes in the ethmoid bone and the function hi 
been practically destroyed, or where complicatiot! 
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have occurred or threatened, a radical exenteration 
is indicated. . 

I have found the Mosher operation ideal in every 
respect and adapted to all types of cases. Those who 
are accustomed to refract the middle turbinate and 
then enter the ethmoid through the bulla ethmoidalis, 
find the Mosher operation especially suitable where 
the middle turbinate is in close contact with the eth- 
moid capsule. : 

Technic: After a thorough irrigation of the nose 
with normal saline solution, I place a strip of gauze, 
one-half inch wide, along the floor of the nose to 
absorb the excess cocain used in anesthetizing the 
field of operation. The inferior turbinate should 
have been previously diminished in size with cocain 
solution, 4 per cent, in adrenalin, 1-1000, so as to 
increase the space for operating, and at the same 
time lessen the risk of wounding the septum and so 
causing adhesions. The operation is performed 
while the patient is sitting upright in the ordinary 
chair, with the body somewhat forward and the head 
supported by a rest or held in focus by an assistant. 
Iam not in favor of the reclining position because 
of the necessity of reorientating oneself as to the 
relation of neighboring vital structures: By thorough- 
ly rubbing in powdered cocain applied on an appli- 
cator previously dipped into adrenalin solution 
I-1000, complete anesthesia of the parts is obtained 
in five to ten minutes. Attention should be directed 
in the application of cocain to all the middle turbi- 
nate, especially the posterior end, the entire wall of 
the ethmoid labyrinth, the region of the superior 
meatus and the area directly anterior to the middle 
turbinate. Hemorrhage during the operation is 
usually small in amount and readily controlled by 
adrenalin solution. The instruments used are: 
Mosher curets, Faulkner curets, Grunwald biting 
forceps, medium-size Luc forceps, scissor-punch, 
nasal probe. Before beginning the operation it is 
necessary to recognize an important landmark—the 
slight prominence in the region immediately in front 
of the anterior extremity of the middle and superior 
turbinates. This is the location of the most anterior 
group of ethmoid cells, called the agger nasi cells. 
By having the patient’s head well extended this 
prominent area comes better into view. With the 
point of the Mosher curet pressure on this eminence 
is made in a direction outward and with a tendency 
downward and backward. The curet will pass just 
behind the nasal process of the maxilla, and will 
enter a cavity bounded externally by the lacrimal 
bone, posteriorly by the bulla ethmoidalis, and su- 


periorly by the frontal sinus. Failure to enter the 
ethmoid labyrinth easily in this manner is often dué 
to the fact that the curet is not placed high enough 
or far enough back. After entering this area the 
instrument should make a sweeping movement from 
without downward, inward and backward, and dur- 
ing this part of the operation the head should be held 
in vertical position, or even a triflle flexed. In this 
manner the agger nasi cells are broken down, the: 
bulla is removed and the remainder of the anterior 
ethmoid cells are exenterated. I usually complete 
the removal of the anterior cells by means of a for- 
ward movement with the Faulkner curet. The cells 
about the fronto-nasal duct are in like manner 
cleared away, thus bringing the opening of the 
frontal sinus inte view. Beginning in the region of 
the bulla, with the Faulkner curet, the posterior cells 
are broken down step by step from before backward 
to the anterior wall of the sphenoid. Under inspec- 
tion, the remainder of the cells are removed with the 
Grunwald punch. I leave the middle turbinate in 
place until the exenteration of the labyrinth has been 
completed, when, as a rule, it should be removed in 
order to prevent further impairment of drainage 
through the formation of inflammatory adhesions; 
furthermore, areas of polypoid degeneration, which 
otherwise would be overlooked, are more readily 
brought to view by a complete removal of the middle 
turbinate. I have observed that a majority of opera- 
tors detach the middle turbinate by seizing it with 
a Luc forceps and after a number of twisting move- 
ments finally remove it. This I have found to be a 
rather painful procedure, to say nothing of the pos- 
sible danger from attempts at pulling, which fre- 
quently accompany the twisting movements. I re- 
move the middle turbinate by severing the attachment 
to the nasal surface of the ethmoid capsule by means 
of a scissor-punch. Any fragments remaining are 
removed with the punch forceps or Luc forceps. 
Throughout the operation the parts should be 
brought clearly to view by means of strips of gauze 
moistened with adrenalin. After the operation a 
large cavity is seen above the lower turbinate with 
hard, firm walls, free from polypi. 

In performing this operation some operators pre- 
fer the biting or punch forceps to the curet, which 
latter instrument they regard as dangerous. I have 
not found this the case. By means of the curet I 
am better able to orientate myself at the start. I use 
the biting forceps freely later. Another objection 
given to the use of the curet is that instead of re- 
moving polypi it only pushes them aside. After the 
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preliminary use of the Mosher curet, this objection 
can be overcome by the use of a sharp Foulkner 
curet, which cuts both ways, forward and backward. 
It must be remembered that the Mosher operation 
depends for its success on the ability of the operator 
to visualize the anatomical and pathological condi- 
tions that exist at the end of his instrument. With- 
out this, one cannot properly perform the operation. 
The ability that we possess to translate the impres- 
sion we receive from the biting forceps fails to meet 
the requirements of the operation. 

As to the serious results of the operation, these 
undoubtedly exist in careless or inexperienced hands. 
I am in full accord with the views expressed by 
Mosher that “anyone who. does work on the ethmoid 
labyrinth without proper anatomical and surgical 
preparation, simply has no surgical conscience.” 
The operation should be performed only by those 
who have acquired the power to visualize the anato- 
mic structure upon which he is engaged in operating. 
The danger in such an operation lies in scraping 
around in the dark or attacking any cell without see- 
ing just what one is doing. The chief danger is in- 
jury to the cribriform plate. This may be averted 
by directing pressure backward and downward and 
always working external to the middle turbinate, 
retaining the latter as a landmark to the end of the 
operation. Perforation of the orbital plate is re- 
vealed by emphysema or ecchymosis of the eyelids. 
An orbital abscess may follow. I never allow my 
patient to blow the nose during the operation, nor 
for some time afterward, as occasionally a dehis- 
cence may be present in the orbital plate or the plate 
has been accidentally entered. 

I shall briefly recall to mind some of the impor- 
tant anatomic relations that have a surgical bearing 
in an ethmoid operation. The roof of the ethmoid 
labyrinth is formed by the floor of the anterior cere- 
bral fossa. The bone forming this wall is rather 
firm as compared with the much more fragile cribri- 
form plate and orbital wall. It is especially impor- 
tant to remember the relation existing between the 
ethmoid cells and the cribriform plate. The bony 
wall forming the roof of the labyrinth joins the 
cribriform plate, but at no point do the ethmoid 
cells come in contact with this plate. The cribriform 
plate forms the roof of the meatus nasi communis. 
In order, therefore, to avoid perforating this deli- 
cate structure when operating upon the ethmoid 
labyrinth, it is important to keep out of the olfac- 
tory fissure. This is best accomplished by allowing 
the nasal wall of the labyrinth and the middle turbi- 
nate to remain until the exenteration of the ethmoid 


cells has been completed, when both of these struc. 
tures may safely be removed. Particular care should 
be exercised in manipulating with the curet in the 
anterior space between the septum and the outer nasal 
wall. As the head is extended in the first step of 
the operation, the curet is not directed backward 
toward the sphenoid, but is brought in relation to 
the floor of the anterior cranial fossa, which dips 
down lower in front than it does posteriorly. After 
the initial step in the operation, entrance into the 
agger nasi cells, the head should be kept in vertical 
position throughout the remainder of the operation. 
All boring movements with the curet or forceps must 
be avoided. 

After-treatment: No packing is left in the nose. 
A piece of sterile cotton may be loosely placed in 
the nostril and changed when necessary. The nasal 
cavity is left alone for three days, and then as the 
reaction passes off it can be cleaned with a warm 
alkaline solution, so as to facilitate the expulsion 
of blood clots and the removal of semi-detached 
tags. During the after-treatment the operator is 
sometimes disappointed to note what appears to be 
masses of recurrent polypi. In many instances these 
are simply edematous mucous membrane and sub- 
side as soon as the reaction has passed. The results 
of the operation are highly satisfactory, especially 
in cases where there is no suppuration in the adjoin- 
ing sinuses. If a few polypi are later found to have 
escaped removal, they can be dealt with under cocain. 
Suppuration in the adjoining sinus, if present, be- 
comes more amenable to treatment after thorough 
removal of polpi. 

ILLUSTRATIVE CASES. 

The following cases, illustrating the various types 
of chronic hyperplastic ethmoiditis and their treat- 
ment, have been selected from a series of cases that 
have been under my care: 


Case I. E. S., female, aged 30 years. No com 
plaint until four months ago. At that time she be- 


- gan to have violent attacks of sneezing, especially i 


the morning; increased lacrimation; intense head- 
aches, supraorbital and temporal, almost continuously 
and at times neuralgic; “pressure” behind the eye 
balls; and sense of fullness in the nose. X-ray ex- 
amination negative. Nasal examination: No polyp! 
or pus to be seen. Profuse, thin, watery discharge 
in nose. Septum very much thickened high up in 
region opposite the middle turbinate and in contact 
with it. Nasal chamber very narrow—middle turb- 
inates (right and left) in close contact with the outer 
wall of the nose. Mucous membrane of middle 
turbinate anemic in appearance, soft and thickened, 
especially lower free border and area directly in front 
of it. Submucous resection and removal of the at 
-terior ends of the middle turbinate gave complete r¢ 
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lief by effecting proper ventilation and drainage of 
the sinuses, especially the ethmoid. 

This case illustrates the symptoms and effect of 
treatment upon the earliest stages of hyperplastic 
ethmoiditis. 

Case II. A. R., aged 28 years, was seen by me at 
the Nose and Throat Department, New York Post- 
Graduate Hospital, service of Dr. MacPherson. Pa- 
tient complained of frequent attacks of “colds in the 
head”; paroxysmal attacks of sneezing; supraorbital 
headaches, no interference with nasal respiration. 
X-ray examination, negative. Nasal examination: 
Inferior turbinate hypertrophied. Anemic area of 
mucous membrane over anterior end of middle turbi- 
nate and in region directly in front of it. Examina- 
tion with nasal probe showed mucous membrane 
over border of middle turbinate thickened. After 
applying cocain and adrenalin, two small polypi 4 
inch in diameter, could be seen in the cleft between 
the middle turbinate and outer wall of the nose on 
the right side. On the left side a solitary polypus of 
apparently the same size. After thorough cocainiza- 
tion of middle turbinate and middle meatus I intro- 
duced a long-bladed Killian speculum in middle 
meatus, and refracted middle turbinate. This pro- 
cedure immediately brought to view a considerable 
number of polypi, all small. Treatment: anterior 
ethmoidal cells (left side) thoroughly cureted until 
normal cells were encountered. Middle turbinate 
left undisturbed. Symptoms ceased, but patient was 
instructed to return upon slightest recurrence. 

Case III. A. H., female, aged 25 years. Had at- 
tacks of “cold in head” for many years. Three years 
ago began to have violent paroxysms of sneezing and 
profuse watery discharge from the nose. A dozen 
or more handkerchiefs used daily. No headache or 
tearing. Sense of fullness and pressure at the root 
of the nose. Defective nasal breathing. Polypi 
were removed with snare three years ago; relief for 
one month. Polypi again removed last fall with lit- 
tle or no relief. X-ray examination, negative. Nasal 
examination: Polypoid degeneration of middle 
turbinate, and numerous polypi, both sides, above 
and below the middle turbinate. A few polypi 
snared and after refracting the middle turbinate 
many more polypi traced with nasal probe to deeper 
region of ethmoid labyrinth. After thorough cocaini- 
zation, I performed a complete exenteration follow- 
ing the Mosher procedure. Middle turbinate removed 
in its entirety. The operation gave decided relief from 
sneezing and profuse discharge, although patient still 
complains because of diseased right ethmoid. This 
will be operated upon later. 

Case IV. Male, aged 31 years. Duration of com- 
plaint one year. Attack of paroxysmal sneezing ; 
thin, watery discharge; frequent colds; increased 
lacrimation; burning pains in eyeballs. Defective 
nasal breathing. No headaches. Nasal examination: 
Right side, middlé turbinate enlarged, cystic in ap- 
pearance; many polypi, small and large, springing 
from region above and below the middle turbinate; 
inferior turbinate hypertrophied. Changes on left 
side not so marked; polyps small and few; middle 
turbinate, polypoid degeneration. February 1, 1919: 


complete exenteration of ethmoid cells and removal 
of entire middle turbinate on the right side. I found 
the posterior ethmoid cells extensively involved; 
partitions between cells in large part absent. April 
19, 1919: similar operation, left side. On snaring 
a few polypi and refracting middle turbinate, with 
nasal probe I determined marked involvement ap- 
parently to the anterior wall of the sphenoid sinus. 
With curet and biting forceps removed all polypi 
until smooth orbital plate and healthy bone of an- 
terior wall of sphenoid was reached. There has been 
no recurrence of polypi. 

Case V. S. W., female, aged 26 years. Com- 
plains of severe frontal headaches. Defective nasal ° 
breathing. X-ray, negative. Polypi above and be- 
low middle turbinate. Both middle turbinates show 
polypoid degeneration. Marked deflection and 
thickening of septum to the right side above and to 
the left below. I did a submucous resection of the 
septum to obtain better access to ethmoid regions 
and six weeks later did ethmoid exenteration of both 
sides. Emphysema of upper and lower right eyelid 
twenty-four hours later. Patient had blown her nose 
on the day following operation contrary to orders 
and immediately experienced sharp pain in left eye, 
and upper and lower lids began to swell. Distinct 
crepitation could be felt in the lids. Eye symptoms 
disappeared entirely in five days by the use of cold 
applications. Headache still complained of, but not 
so severe. Other symptoms have ceased. 

Case VI. Female, aged 27 years, was seen by me 
at the Nose and Throat Department, New York 
Post-Graduate Hospital, service of Dr. MacPherson. 
She complained of asthma of nine years’ duration, 
the attacks occurring in severe form once or twice 
a month. Between these attacks patient suffered al- 
most constantly from coryza. Paroxysms of sneez- 
ing and profuse thin discharge were annoying com- 
plaints. The discharge at times was purulent, espec- 
ially during attacks of acute coryza. Frequent supra- 
orbital headaches. Constant burning in eyes and 
sometimes increased lacrimation. X-ray examina- 
tion requested. Nasal examination: Marked devia- 
tion of nasal septum to the right. Septum in con- 
tact with outer wall of nose high up on right side so 
that middle turbinate cannot be seen. On the left 
side, middle turbinate very much hypertrophied, 
especially anterior end. Along free border of mid- 
dle turbinate and directly in front of its anterior 
end, mucous membrane distinctly anemic in appear- 
ance, feeling soft and thickened to nasal sound. En- 
larged bulla ethmoidalis seen in cleft between mid- 
dle turbinate and outer wall of nose. No polyps or 
pus. Post-nasal examination showed deviation of 
septum to the right, hypertrophied middle turbinate, 
and hypertrophied posterior tip of inferior turbinate. 
The indications in this case are to improve the ven- 
tilation and drainage of the sinuses by removal of 
the hypertrophied anterior end of the middle turbi- 
nate and correction of the deviated septum. The 
condition of the left ethmoid capsule can be deter- 
mined after removal of the anterior end of the mid- 
dle turbinate. 

Case VII. R. D., female, age 24 years, came to 
my office November 25, 1920, with a history of hav- 
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ing had two intranasal operations. For many years 
had been complaining of purulent discharge, foul- 
smelling crusts, and defective nasal breathing. The 
two nasal operations had been without any results. 
Family and past history, negative. 

Patient anemic and poorly nourished. Foul- 
smelling discharge and crusts, especially in the 
meati-right and left. There was evidence of partial 
ethmoidectomy (bilateral). Granulations and polypi 
in the middle and superior meati. After thorough- 
ly cleansing the nose, I washed out both antra with 
negative results. I did a double ethmoidectomy, fol- 
lowed for a few weeks with applications of glucose- 
’ glycerine, 25%. Six months later, nasal condition 
markedly improved, purulent discharge very slight, 
no crusting and no odor, general condition decidedly 
improved. Still under observation. 

CONCLUSIONS. 

I. Hyperplastic ethmoiditis results from  con- 
tinued irritation of the mucous membrane without 
infection; when infection occurs suppurative eth- 


moiditis results. 


2. Continued irritation of the nasal mucous 
membrane may be due to a local mechanical condi- 
tion or may be the result of a general disturbance, 
i. €., protein sensitization. Gastro-intestinal and en- 
docrine disturbances are not infrequently associated 
conditions. 


3. Symptoms are usually characteristic. A thick- 
ened membrane on the outer wall of the middle 
turbinate and the floor of the ethmoid capsule may 
be the first objective sign of the condition. The 
middle turbinate should be refracted in such cases. 
4. Simple hyperplastic ethmoiditis may through- 
out its course never show signs of pus formation. 
Purulent ethmoiditis may never give rise to polypi 
formation. The presence of pus during the course 
of hyperplastic ethmoiditis is due to irritation or 
secondary infection. 


5. Opening into the ethmoid is indicated when 
signs of hyperplastic ethmoiditis exist with subjec- 
tive symptoms. 

6. The Mosher operation is an ideal method of 
exenterating the ethmoid cells. A thorough knowl- 
edge of the anatomical relations and pathological con- 
ditions is essential. 
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THE INTRANASAL CORRECTION OF 
HUMP AND HOOKED NOSES. 
WILLIAM E, Batsincer, M.D., 
Cuicaco, ILL. 


Deformities classed as hump or hump and hooked 
nose vary from slight elevations of the nasal bridge, 
usually at the junction of the nasal bones with the 
upper lateral cartilages, to very marked deformities 
of the bridge which may be one and one-half to two 
inches or more in length with lateral bulging ex. 
tending almost to the cheeks. In the long hooked 
nose the tip curves downward over the upper lip, 
giving the appearance of a very short lip. 

In this article I wish to describe the methods for 
correcting hump and long hooked noses that I have 
used for the past ten years in an experience of over 
one thousand cases of practically all types of nasal 
deformities. 


Fig. 1. 1-3, line of original incisions in nasal vestibules. 
I-2-3, area of soft parts elevated from bone and cartilage. 


The work is done under local anesthesia with nov- 
acain, one to one and one-half per cent in adrenalin 
solution. 

The face is thoroughly scrubbed and the hair is 
covered. The nasal cavities are thoroughly cleansed 
with soap and water, and then plugged, so as to al- 


- low the vestibule exposed for operation. 


The nasal vestibule is now swabbed with ten per 
cent. cocain-adrenalin, and the anesthesia completed 
with one and one-half per cent. novocain-adrenalin. 
The injection is begun in each lateral wall of the ves- 
tibule inserting the needle well up into the nasal 
chamber, keeping close to cartilage and bone so as 
to elevate the soft tissues. When the entire nose is 
injected as far up as the needle will reach from with- 
in, some injections are made through the skin near 
the root of the nose to complete the anesthesia. The 
patient is then ready for the operation. 
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Beginning in each vestibule just inside the pyri- 
form opening incisions are made, with a small knife, 
from the nasal bridge well down to the root at each 
side, then blunt curved scissors are used to complete 
the elevation of the soft tissues from the bone and 


Fig. 2. 1-2 represents correction of bony and cartilagin- 
ous hump. 

1-3-4, area of cartilaginous septum and columnar cartilages 
removed to shorten tip of nose. 
cartilage, so that the entire area of soft tissue is 
loosened from the tip to the root of the nose and 


well down each side (figure 1). 


Fig. 3. 1-2-3, line of incisions for removal of lower 
lateral cartilages to narrow the nostrils. 
1-4-3, incisions for shortening the alae of the nose. 


The rext step is to remove the bony hump en the 
top and sides with currette and rasp, the cartilage 
beirg removed from the bridge with a nasal punch. 
The next step is shortening the tip, which is done 
by making incisions on each side of the eolumna from 
the tip to the bottom of the nostrils, taking out a 
triangular piece of septal cartilage, with part of the 
columnar cartilages and mucous membrane (figures 
2and 3). 


The nose is now slid upwards on the bridge and 


the columna stitched back to the septum by fine 


sutures on both sides. As raising the tip widens the 
nostrils, the next step is to take out a triangular 


piece of the lower lateral cartilages with its mucous 
membrane base downward, and extending well up 
into the nose. This allows the nostrils to be nar- 
rowed when the dressing is applied externally, and 
as the forcing upwards of the nasal tip would push 
the lower lateral cartilages downward, it is neces- 


sary to remove a small strip of cartilage from the 
tip of the nose to the root along the original incision 
just inside the nostrils. This completed, a few small 


stitches are placed to close the incision, the packing 


removed from the nostrils, and the case is ready for 
dressing. After pressing the skin back to the nasal 
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bridge a strip of adhesive plaster is applied wide 
enough to extend from the root to the tip of the nose, 
and extending over the sides of the nose onto the 
cheeks. A cast of dental modeling compound is then 
fitted over the nose, and held on by adhesive plaster. 


The nostrils are cleaned out, and vaseline gauze strips 
packed into the nostrils; and a narrow strip of ad- 
hesive plaster is applied around the tip of the nose 
to hold the nostrils tight together. Next morning 
the packing is removed, the nostrils cleansed with 
mentholated oil, and no further packing is used. 
Each morning for a week the nostrils are cleaned 
with the oil, and in seven to ten days the cast is re- 
moved and also the stitches. 


This completes the work, the results of which will 
be proportionate to the accuracy of the operator. 
The accompanying photographs are of patients 
operated upon by me by the technic here described. 


SOME ASPECTS OF CHRONIC INTESTINAL 
STASIS. 
E. G. SLesrncer, O.B.E., M.S., 
Assistant Surgeon, Guy’s Hospital, 
Lonpon, ENGLAND 


It is now more than 18 years since Sir Arbuthnot 
Lane first pointed out the great importance of altera- 
tions in the mechanics of the alimentary canal as a 
causative factor in disease; and the very simplicity 
of his doctrine was at first the greatest bar to its ac- 
ceptance. A great deal of detailed theory had been 
built up in explanation of many of the problems of 
abdominal surgery, and it was only natural that at 
first an hypothesis which swept much of this aside 
and which appeared almost suspiciously widely ap- 
plicable should be received with much caution. In 
the time that has passed, however, there have been 
great changes, and argument at present centers no 
longer around the facts, which were the first field 
of dispute, but rather around certain details of path- 
ology and treatment that have since been the subject. 
of a great deal of work. That some of these details 
are not yet finally proved has no real bearing on the 
larger question, and it is a pity that certain workers 
in this field, seeing a mobile ascending colon, or a 
lack of intestinal neuro-muscular coordination, mag- 
nify the part into the whole and miss the forest for 
the particular tree that has caught their attention. 


No one who has operated upon a number of these 
cases and has looked for the conditions described 
can question their existence, nor, irideed, do they do 
so any longer, though the explanation and signif- 
cance of the changes present is still the subject of 
some controversy. That being so, a brief recapitula- 
tion of the subject may not be out of place. 


As a result mainly of the assumption of the erect 
posture in man there exists a tendency for the mobile 
abdominal viscera to drop. This tendency is exag- 
gerated by several factors, such as indiscretions in 
diet in early life, constipation, the straining at stool 
with an unsupported abdomen which results from 
the use of the modern water closet, excessive ath- 
letics, and, on the other hand, an unduly pendulous 
abdomen. As a result of this tendency to drop, 
which is naturally most marked in those who carry 
a heavy, constipated colon, there exists a continual 
strain in certain situations in the abdomen. Such 
continuous stresses and strains lead inevitably in 
nature to a response on the part of the organism, 
and new tissue is laid down to withstand them. The 
commonest example of such a reaction is seen in the 
deposit of new bone to bridge the angle of a badly 
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replaced fracture, or in the changes in the skeletons 
of those whose occupations lead to the constant re- 
currence of particular stresses, as was described long 
ago by Sir Arbuthnot Lane. In the abdomen, as a 
reaction to these stresses, bands are formed on the 
surface of, and quite distinct from, the mesenteries 
of those portions of bowel most affected, and these 
can be readily demonstrated at operation from their 
beginnings as white, claw-like processes on the sur- 
face of the mesentery, to their final appearance as 
well formed, separate bands carrying no bloodvessels, 
but, a fact of no small importance, full of lymphatics. 
The main sites of these primary bands are four in 
number, namely in the region of the pelvic colon, 
the splenic flexure, the hepatic flexure, and the ileo- 
cecal region. In their origin as a reaction to a 
continual strain these bands are an advantage to the 
organism but, unfertunately, owing partly to the 
mobile nature of the gut on either side, and the in- 
evitable tendency of a natural reaction to exaggera- 
tion, and partly to the persistence of the original 
causes, they frequently lead to far-reaching ill- 
effects. 

The first of these bands to appear is that which 
has been described by Lane as “the first and last 
kink”, first in time of development, and last in an- 
atomical position. This membrane forms on the 
outer surface of the mesentery of the iliac and pelvic 
colon and is Nature’s attempt to prevent both elonga- 
tion of the pelvic loop, and the prolapse of the nor- 
mal loep into the true pelvis, as well as the regurgita- 
tion of fecal material not normally voided into the 
descending colon. This band is perhaps the most 
frequently and fully developed of any, and yet is 
the least well recognized, owing mainly to the fact 
that it occurs in a part of the abdomen not commonly 
fully examined during laparotomies performed 
through small incisions. From its anatomical posi- 
tion, this last kink frequently involves the left ovary 
and tube in its attachments, producing cystic changes 
in the ovary and obstruction in the tube. Similar, 
and often very extensive, bands develop on the outer 
aspect of the splenic flexure, fixing this portion of 
the bowel deeply in the abdomen and in a condition 
of acute angulation. Recognition of the nature of 
these membranes, and of the fact that they are quite 
distinct from the mesentery is of particular import- 
ance in the operation of colectomy, since when 
they are freely divided, leaving the normal mesen- 
tery intact, the splenic flexure at once becomes mobile 
and can be readily dealt with. The heavy transverse 
colon in these cases is a further important point. 
The weight of this organ is partly supported by the 


transverse mesocolon, but a great deal of it is trans- 
mitted to the stomach through the great omentum, 
with results to be discussed later. In severe cases 
oblique bands develop, running from the ascending 
and descending colons to the limbs of the transverse 
colon, which are vicious in that they increase the 
angulation already present at the flexures. 

By far the most important of these resistance 
bands, however, are those which develop in the ileo- 
cecal region. As:a result of the forces already de- 
scribed, there exists in the individual a tendency for 
the cecum to drop in a downward and inward direc- 
tion into the true pelvis. This tendency is opposed 
by nature by the development of membranous bands 
in two groups, namely, one group on the outer side 
of the cecum and one on the inner. The one on the 
outer side is often very strong, forming a dense 
membrane running from the abdominal wall to the 
front and sides of the cecum. It very seldom does 
any harm, and is sufficiently striking to have been 
rediscovered many years after Lane had originally 
described it and it was then given the name of “Jack- 
son’s membrane”. The group of membranes which 
form on the inner side of the cecum is of far greater 
significance. In this region there are three possible 
sites to which such supporting bands can attach 
themselves, namely, the cecum, the ileum, and the 
appendix, and they occur in all of these situations. 
The cecal bands are similar to, though less extensive 
than, those on the outer side and of little signifi- 
cance. 

The ileal band begins, as elsewhere, as white, shin- 
ing, claw-like processes on the under surface of the 
mesentery of the ileum, which, extending, attach 
themselves to the bowel on the side opposite to the 
mesenteric attachment. ‘These bands vary in size, 
but may cover an area of three inches. When the 
body is in the erect posture they produce, when de- 
veloped, a well marked obstruction to the end of the 
ileum, known as “Lane’s kink.” This obstruction is 
twofold in nature. In the first place, the cecum on 
one side and the ileum on the other, drop, leaving an 
angle with its apex at the kink, and, secondly, the 
fact of the bands being attached opposite to the 
mesentery produces a torsion in the long axis of the 
bowel with great narrowing of its lumen. This ob- 
struction is followed by hypertrophy of the terminal 
ileum, and by delay in the passage of its contents, 
as well as by an ascending infection consequent on 
such delay. 

In some cases these inner supporting bands, in- 
stead of attaching distally to the ileum, fix on the 


_appendix. In such a case the appendix is used as a 
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supporting ligament to the cecum, being fixed at one 
or other point in its length to the under surface of 
the mesentery of the ileum. When the erect posture 
is assumed and the ileum and the cecum drop, the 
ileum rests across the fixed appendix like a rope over 
a pulley, and its termination is variously obstructed 
according to the degree of fixation. This is the con- 
dition of “controlling appendix”, which has been 
universally recognized of recent years, without, in 
many cases, being given its proper position as part 
of a general picture. It is in these cases that so much 
- benefit is derived when the appendix is removed in 
the course of laparotomy, often without any idea on 
the part of the operator that what he has really done 
is to free the end of the ileum from obstruction, and 
it is these cases also which have caused many non- 
inflamed (and also non-controlling) appendices to 
be removed in the quite illogical hope that the pa- 
tients would benefit equally. 

The degree to which an ileal kink or a controlling 
appendix exist is in the main reciprocal, though oc- 
casionally both exist together. The appendix be- 
yond its point of fixation is sometimes obliterated 
and sometimes dilated to form a mucocele or even 
an empyema, and it is quite common for this distal 
obstructed portion to become easily inflamed or even 
to perforate. 

Interesting as are these changes in the colon in 
themselves, they are even more important in their 
bearing upon the rest of the abdomen from a me- 
chanical, and the body in general, from a toxic and 
infective, point of view. The first effect of obstruc- 
tion to the outflow of the ileum is stagnation of its 
contents. As a result of this its weight is greatly in- 
creased and in the erect posture a pull is exerted on 
its fixed beginning at the duodeno-jejunal junction. 
This angle is pulled upon, and in reaction to this pull 
a band develops fixing it to the under surface of the 
mesocolon and increasing its angulation still fur- 
ther. As a result of this angulation the duodenum 
is obstructed, and it hypertrophies and dilates in con- 
sequence. Spasm of the pylorus still further accent- 
uates this vicious circle by preventing regurgitations. 
The degree of dilatation of the duodenum which 
ensues is often very great indeed, and the x-ray pic- 
ture of the distended, writhing duodenum is often 
most striking. A condition of so-called “chronic 
duodenal ileus” has recently been described and at- 
tributed to obstruction of the duodenum by the su- 
perior mesenteric vessels. I have never been able 
to satisfy myself that this is a factor in its causation, 
and in the cases that I have seen the dilatation was 
of the whole duodenum, extending to and ceasing 


abruptly at the terminal kink. The first part of the 
duodenum, being peritoneally covered, undergoes the 
most distention, and in this condition is prone to be. 
come locally infected and to ulcerate. To operate 
on such a case without recognizing the fundamental 
importance of the obstructed terminal ileum, is to 
leave the patient in danger of almost certain relapse, 
Gastro-enterostomy is required where the ulcerated 
duodenum causes obstruction. Where it does not, 
excision of the ulcer alone, with freeing of the ter. 
minal ileum, is usually sufficient. The sole value 
of gastro-enterostomy in cases where there is no ob- 
struction from the ulcer is that it frees the duodeno- 
jejunal kink by fixing the proximal ileum to the pos. 
terior aspect of the stomach, as shown by the use. 
lessness of the “loop” as compared to the “no-loop” 
operation. This relationship of duodenal distention 
and consequent ulceration to chronic intestinal stasis 
is so readily demonstrated in its varying degrees at 
operation, and is so well borne out by its reaction 
to treatment that even those who do not accept the 
conception above outlined, admit a casual relation- 
ship between appendicular trouble and duodenal 
ulcer. They, however, attach the main importance 
to the chronic inflammation so often present in the 
“controlling appendix” and neglect what appears to 
us its primary importance, namely, its obstruction of 
the ileal drainage. 

Gastric ulcer is perhaps not quite so readily un- 
derstood from the purely mechanical viewpoint, and 
although mechanics play an undoubted part in its 
causation, lowered resistance and infection from gen- 
eral intestinal delay are essential contributory 
factors. 

Tn the first place the same factors that induce duo- 
denal obstruction lead to pyloric spasm and _ subse- 
quent gastric delay, while at the same time the gen- 
eral visceral tendency to drop frequently results 
in a reactionary band developing to fix the pylorus 
to the under surface of the liver. In addition to this 
the strain of a heavy loaded transverse colon is in 
large part transmitted to the stomach, a combination 
of circumstances seriously interfering with its blood 
supply along its points of suspension at the lesser 
curvature. When the factor of infection and poor 
resistance is added, ulceration readily occurs, espec- 
ially in the subjects of abnormal gastric secretion. 
In these cases of stasis I have, on many occasions, 
taken cultures from various points in the ileum, 
jejunum, and duodenum, and have found varying 
degrees of infection with intestinal and other or- 
ganisms, often of extreme degree. With the results 
of such infections upon the glands whose ducts open 
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into the bowel, and the more remote effects on the 
body in general, it is not proposed to deal here, but 
as 1 pointed out in 1912 there is one aspect of this 
infection in regard to the internally secreting glands 
which is deserving of greater attention. : 

The work of Kendall has shown that thyroxin, 
the active principle of the thyroid is an indol deriva- 
tive, and indol is one of the products of bacterial 
digestion of tryptophane, itself a product of normal 
protein digestion. This splitting of tryptophane nor- 
mally occurs in the cecum, and the transference of 
this action to the highly absorptive small bowel in 
the infection of stasis may well account for those 
cases of hyperthyroidism sometimes seen in these in- 
Further, in more severe cases, the bac- 
terial action may proceed further, splitting up the 
indol ring before sufficient can be absorbed, and so 
depriving the organism of sufficient precursor for 
thyroxin metabolism, with consequent hypothyroid- 
ism. In a similar way there seems little doubt that 
the precursor of adrenalin is tyrosin, another pro- 
tein digestion product. Tyrosin is readily destroyed 
by bacterial action, and in these static cases the pre- 
sumption is that tyrosin being destroyed in the ileum 
before absorption, a shortage of adrenalin precursor, 
and therefore of adrenalin, is produced. These sug- 
gestions are not easy of direct proof, but they appear 
to me, at any rate, worthy of further consideration 
in view of the undoubted signs and symptoms of en- 
docrine upset which occur in the subjects of stasis. 

The symptoms which these patients exhibit fall 
into two groups, namely the local abdominal symp- 
toms directly resulting from the mechanical changes 
that have taken place, and, secondly, the general 
symptoms resulting from the toxic and bacterial ab- 
sorption and the loss of endocrine balance. Consti- 
pation is a common, but not invariable sign since 


itis not unusual for these cases to have an irritative - 


diarrhea, or even to pass a normal daily stool in spite 
of severe ileal delay. A carefully controlled +-ray 
examination is of great value in showing not only 
the changes in the stomach, duodenum, and colon, 
but also the exact degree of the ileal stasis which is 
of such great importance. Pain and tenderness over 
the controlling appendix are common, while in the 
case of an ileal kink the site of maximum tenderness 
is usually well internal to that of the appendix. The 
hypertrophied terminal coil of the ileum can often be 
tolled under the finger in these cases and is some- 
times extremely tender. The duodenal symptoms 
vary with the severity of the case, from the distinct 
and well-known picture of ulcer to vague sensations 


of discomfort in the epigastrium from two to four 
hours after meals. 


The general symptoms are well known, the chief 
of them marked loss of fat, pigmentation, excessive 
and offensive sweating, cold extremities, headache, 
loss of all appetite, with inability to concentrate, or 
exercise initiative. The blood pressure is low at 
first, but may be high later, with secondary athero- 
sclerosis. Secondary infections, such as pyorrhea, 
acne, and boils are common, and these patients are 
singularly apt to contract tuberculous infections. 
Arthritis, or arthritic pains, are frequent, and an- 
aphylactic phenomena, such as attacks of urticaria, 
asthma, or hay fever, are not uncommon. Chronic 
interstitial mastitis, particularly of the upper and 
outer quadrant of the left breast is almost constant in 
these patients and improves with striking rapidity 
under proper treatment. The hair loses its luster 
and falls out, the sclerotics are yellow tinged, the 
nails are brittle and do not grow, while in severe 
cases symptoms of melancholia are common. 


Superadded conditions, such as gastric ulcer, gall- 
stones, pancreatitis, or ovarian trouble are frequent, 
and impose their own train of symptoms. In certain 
patients these toxic symptoms may be most marked, 
and even extreme, without any of the evidences of 
mechanical disability in the abdomen other than con- 
stipation which, however, may be very severe. In 
these cases it is found, at operation, that Nature has 
been unable to attempt any reaction at all to the drag 
of the heavy colon, and this latter is prolapsed and 
dilated and readily brought to the surface in all its 
length. These patients often have great ileal delay 
and the small bowel is readily infected. To this type 
the name “simple stasis” has been given, and they 
provide many of the extreme examples of the evil 
effects of chronic intestinal delay. 

The treatment of stasis should be, in the first 
place, medical and preventive. Proper diet in early 
life, regular habits in regard to the bowel, as well 
as the adoption of a proper position in defecation, 
and adequate rest in the supine position during 
adolescence, are important. When symptoms have 
appeared, the use of liquid paraffin as an intestinal 
lubricant, proper attention to diet, and a mechanical 
support for the lower abdomen, combined with care- 
fully selected abdominal exercises, will often prove 
of value. If cultivation of the feces shows the pres- 
ence of any abnormal organism an autogenous vac- 
cine may be of help. Intestinal antiseptics, on the 
whole, seem to be of little value, particularly as in 
most cases the ileal infection is not a primary condi- 
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tion, but is secondary to mechanical obstruction to 
its outflow. In cases associated with evidences of 
hypothyroidism, thyroid extract or thyroxin in care- 
fully controlled dosage is often of great value. End- 
result conditions, of course, call for appropriate local 
treatment, but by the time these are present the stasis 
is usually beyond the sphere of medical treatment, 
and requires surgical intervention. 

The principle of surgical intervention in chronic 
intestinal stasis is to free the lower end of the ileum 
from its obstruction, and at the same time to en- 
deavor to prevent the reappearance of its control. 
The manner in which this can be carried out varies 
in different cases, and depends on the exact mechani- 
cal conditions present, and for this reason it is of 
prime importance for the surgeon to be thoroughly 
familiar with the pathology of the whole disease. 
The simplest cases are those where there is a mark- 
edly controlling appendix. In these the greatest 
benefit results from the simple removal of the appen- 
dix, with resulting freeing of the end of the ileum. 
Medical treatment, as mentioned above, must follow 
the operation, and if the appendix was the sole con- 
trolling agent present the patient does very well. In 
cases of Lane’s ileal kink the treatment is far more 
difficult. The simple division of the band is often 
unsatisfactory, in both its immediate and remote re- 
sults. In the first place this membrane conveys 
numerous lymphatics, as can be seen in a section, and 
as the ileum is heavily infected local peritonitis is 
apt to occur. I consider it of the greatest importance 
to drain these cases for the first 36 hours. The re- 
mote danger is reformation of the kink, which is 
prone to occur in spite of plastic suture of the di- 
vided membrane. In many of these cases, especially 
if the ileal kink extends over several inches of bowel 
it is better to perform colectomy, which constitutes 


draining the ileum. Colectomy in other cases is in- 
dicated in two groups of conditions which constitute 
the extremes of mechanical reaction to intestinal 
stasis. In the first case, so-called “simple stasis”, 
Nature has made no attempt at reaction. _ All parts 
of the colon can be readily brought to the surface, 
and colectomy is both a very simple and a very safe 
procedure. In the second type, Nature has reacted 
vigorously, with the result that the colon is bound 
down and obstructed by bands in the various situa- 
tions before described. These cases may be very 
difficult, but provided it is remembered that the 
newly formed bands are separate from the mesen- 
tery, and that they are freely divided first, it will 
usually be found that the freed mesentery is not in 


the most effectual, albeit the most drastic, method of 


itself short, and that the released colon can be easily 
brought up and dealt with. Technically the prelinj. 
nary division of the bands is the secret of this opera. 
tion, and if the mesentery of the colon is dealt with 
successively and in small portions it is not a difficult 
proceeding. The ileum is divided proximal to the 
kink, and on an oblique plane, from the mesenteric 
border proximally so as to allow of a broad anastp. 
mosis. The pelvic colon is similiarly divided at a con- 


venient situation and an end-to-end anastomosis js 


performed. If the colon is larger than the ileum, the 


difficulty is easily met by taking somewhat wider in. 


tervals between stitches in the colon than that in the 
ileum. 

When the anastomosis is completed, it is of the 
utmost importance to close by suture the gap left 
between the mesentery of the ileum and that of the 
colon. Omission to carry out this step may lead to 
hernia of the intestines through the gap with result. 
ing torsion of the anastomosis. Finally it is impor. 
tant to pass an esophageal tube up through the anus 
and rectum, through the anastomosis into the ileum. 
This tube, which is fixed by a stitch at the anus is 
left in situ for 5 or 6 days. It prevents any strain 
from distension on the junction, and at the same 
time drains away the infected ileal contents. Ileo- 
colostomy has not proved as satisfactory as colec- 
tomy, except as a temporary measure in some cases. 
Frequently, after months or years, material accumt- 
lates in the blind colon, giving pain and discomfort, 
and necessitating further operation. 

A theoretical objection frequently made to colec- 
tomy is that patients upon whom it is performed 
are expected to suffer from diarrhea. ‘I have nevet 
seen this complication in an experience of a large 
number of these operations, and should it occur tt 
is, in my opinion, evidence of faulty diagnosis. In 
the cases in which colectomy is indicated, the colon 
has long since lost its water-absorbing function, 
which is then carried out by the ileum. The only 
instance of diarrhea that I have seen was an obstruc 
tive diarrhea occurring in a patient whose small ir 
testine prolapsed through the unsutured gap betweei 
the mesenteries of the ileum and colon. 

Colectomy proves in practice to be a much safef 
procedure than its severity would at first sight lead 
one to expect. This, I believe, depends upon two 
factors: First, the free drainage of the ileum through 
the esophageal tube from the outset, and, second, be 
cause the removal of a large and heavy colon greatly 
relieves the intraabdominal tension. It is most itt 
portant to instruct these patients as to after-treat 
ment. A patient upon whom colectomy has been pé 
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formed has no longer a comparatively non-absorbing 
reservoir in which to carry feces through 24 hours. 
They must see that the bowels act at least twice, or 
better, three times, in the 24 hours, and perhaps one 
of the most striking evidences there is of the effects 
of ileal stasis, is the rapid reappearance of toxic 
symptoms in such a patient who allows him or her- 
self to be constipated for two or three days. 


SOME CONSIDERATIONS OF CHOLE- 
LITHIASIS AND CHOLECYSTITIS. 


A. Harroun, M.D., 


Kansas Crry, Mo. 


The incidence of gall-stones is more common than 
was formerly supposed. Post-mortem examinations 
show stones in 25% of all individuals over fifty years 
of age, and it is estimated that in less than 5% of 
the cases symptoms are produced sufficient for a 
diagnosis to be made during life. 

The principal factor leading to the formation of 
gall-stones is a catarrhal condition of the biliary 
ducts and gall-bladder, which is traceable in prac- 
tically all cases, to an infection of the gall-bladder. 
It has been shown that the gall-bladder is a very 
favorable habitat for microorganisms, and it was 
demonstrated by Blachstein in Welch’s laboratory 
that they could live there for years. Pure cultures 
of the typhoid bacillus have been isolated as late as 
30 years after an attack. According to Boas (Sur- 
gery, Gynecology and Obstetrics, May, 1916) there 
has been an enormous increase in the number of 
cases of cholelithiasis since the beginning of the war. 
He attributes this to the increased nervous strain. 
This also helps to account for the present increase in 
the number of cases in married women, as they were 
especially subject to worry during the war. 

The colon bacilli, staphylococci, streptococci and 
pneumococci have all been found under varying con- 
ditions, and Gilbert and Fournier have successfully 
accomplished the experimental production of gall- 
stones by injecting microorganisms into the gall- 
bladder of animals. 

Approximately 50% of the cases occur in people 
over fifty years of age. Gall-stones are rare in in- 


dividuals under twenty-five, although they have been: 


found in infants and the new-born. Three-fourths 
of the cases occur in women, and Naunyn states that 
90% of the women with gall-stones have borne chil- 
dren. During pregnancy extra work is thrown on 
the liver. The number of cases of cholelithiasis as- 
sociated with pregnancy, or soon following it, is 
large. 

Among the predisposing causes may be considered 


all conditions that favor stagnation of bile, such as 
corset-wearing, enteroptosis, nephroptosis, lack of 
exercise, over-indulgence in food, constipation, and 
a depressed mental state. 

While stones are most commonly found in the 
gall-bladder, they may also form in the common and 
hepatic ducts without any involvement of the gall- 
bladder. | 

While the mode of infection of the gall-bladder 
has not been definitely established, it is believed to 
be an ascending one from the duodenum, as Bond 
has shown that there are reverse mucous currents, 
and that indigo-carmine particles have been carried 
mechanically from the anus to the gall-bladder. 

As a means of diagnosis the +-ray is practically 
useless owing to the small percentage of stones that 
can be demonstrated. 

In a great number of cases gall-stones cause no 
symptoms. The gall-bladder will tolerate the pres-. 
ence of a large number of stones for an indefinite 
period of time, as shown by post-mortem examina- 
tions. Moynihan claims there are early symptoms 
in most cases: fullness, weight and oppression in 
the epigastrium, catching of the breath, nausea and 
chilliness after eating. Attacks of indigestion are 
common and persistent. Gastric symptoms are often 
due to gall-stones. In a majority of patients the 
gall-stone indigestion is usually present for years be- 
fore the first attack of colic. 

In a typical attack of colic a diagnosis is usually 
not difficult, although it may be confused with intes- 
tinal, lead, renal, and gastric colic, as well as cardial- 
gia. Icterus is important, if present, and helps to 
lead to a correct diagnosis, but it is found only in 
about seven per cent. of the cases. 

In the differential examination for gall-stone dis- 
ease the examiner must seek to exclude: epigastric 
hernia, the symptoms of which may stimulate gall- 
stones, gastric ulcer, localized circumscribed periton- 
itis and cancer. With ulcer the pains are connected 
with meals, while in cholelithiasis the pain may occur 
any time and often suddenly at night. 

Duodenal ulcer and affections of the small and 
large intestines are to be considered, and here the 
x-ray is of value, as by its use we can demonstrate 
lesions of the stomach and the intestines as well as 
adhesions between the duodenum and the gall-blad- 
der, which are present in a large majority of the 
chronic cases. Appendicitis may resemble gall-blad- 
der disturbance so closely at times that it is often 
impossible to make a positive diagnosis before opera- 
tion, and in some cases we have both conditions exist- 
ing at the same time. 

In acute pancreatitis the collapse is usually more 
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severe than in gall-stone colic, and the stomach region 
generally protrudes. 

Gastric crisis should always be borne in mind and 
excluded, but we should also remember that they 


time. In such condition the past history is of much 
value and must be the deciding point. 

The most characteristic symptom is pain radiating 
to the right shoulder and right arm, and in many 
cases this overshadows all other symptoms, In 
some cases the patients have been treated for neuritis 
-for years. 

Only in exceptional cases is it possible to make 
a diagnosis of stones, for in some cases the stone 
may pass with little or no pain, and even large ones 
may pass by the formation of a fistulus tract into 
the bowel. 

The five cardinal symptoms that may be found in 
approximately 95% of the cases are: (1) radiating 
pain, (2) vomiting, (3) belching, (4) dyspnea, and 
(5) prostration. 

As practically every case of gall-stones gives a 
history of chronic gastric disturbance usually ex- 
tending over years, we should exhaust all our means 
to demonstrate in every case of chronic stomach dis- 
turbance that gall-stones are not present. 

While jaundice from a surgical standpoint always 
means obstruction, it does not signify that this ob- 
struction is always caused by calculi. It may be 
due to inflammation and swelling of the duct, or it 
may be a mechanical obstruction due to pressure of 
a tumor growth, enlarged lymph glands, or adhesions. 
It must be remembered that jaundice has nothing to 
do with gall-stones within the gall-bladder. So long 
as they remain in the gall-bladder, jaundice is not to 
be expected, and if it occurs it means that an infec- 
tion has moved down from the gall-bladder through 
the cystic duct, and involved the common duct, or 
that calculi have moved down into the bile ducts. 
Courvoisier pointed out that tumor in the region 
of the gall-bladder with jaundice, usually meant 
malignant disease. He demonstrated that in 86% oi 
cases of stone in the common duct, the gall-bladder 
was contracted. 

The most common cause of obstructive jaundice 
are: (1) Inflammation of the gall-bladder, with or 
without stones, in which the infection extends down 
the ducts, untii the common and hepatic ducts are 


without jaundice, and the fact that the jaundice dis- 
appears in a few days without marked general dis- 
turbance, will lead to a differentiation. 

(2) A local peritonitis caused by a penetration of 
the infection through the gall-bladder, or cystic duct, 


may have the two conditions existing at the same 


involved. The history of previous attacks of colic 


to the peritoneum. A history of gall-stone disease 
with local tenderness indicates the cause. 

(3) Stones in the common duct in the majority 
of cases give rise to jaundice, but it is absent in 30% 
of the cases, and these may be a few symptoms at 
the time of examination. A present or past history 
of gall-stone disease with recurring chills, fever and 
sweating, is to be looked for. The jaundice, if pres. 
ent, is intermittent and there is nearly always a 
definite loss of weight. 

(4) Carcinoma of the gall-bladder gives rise toa 
painless tumor which develops slowly before the 

* jaundice. New growths within the common or hep- 
atic ducts are not always accompanied by a history 
of gall-stones, the jaundice is painless and no tumor 
can be felt. 

(5) Chronic pancreatitis gives a history of gall- 
stones, and there are remissions in the jaundice, but 
not to the extent seen in common duct stones. There 
is considerable loss of weight, but not the progressive 
emaciation of malignancy. 

(6) The jaundice of hypertrophic cirrhosis of the 
liver is differentiated by the great size of the in- 
volved organ and lack of pain. 

If gall-stones are impacted in the pelvis of the 
gall-bladder, the most common result is the so-called 
cystic gall-bladder, and if this dammed up material 
becomes infected it develops an empyema.. This 
condition gives rise to only a moderate elevation of 
temperature and a slight quickening of the pulse, 
due to the fact that the only lymphatic gland which 
is capable of receiving this infection lies beyond 
the point of obstruction. This infection will be 
slowly absorbed and the stones become fixed in a 
contracted gall-bladder and the patient develops 
chronic stomach disturbance which defies medical 
treatment. Under some conditions the pressure may 
force the stone through the cystic into the common 
duct, or there may be a perforation of the gall-blad- 
der emptying its contents into the free peritoneal 
cavity, giving rise to a general peritonitis, although 
a more common condition is the formation of a fis- 
tula, and the emptying of the contents into the 
gastro-intestinal canal. 

Stones in the cystic duct do not usually cause com- 

‘plete obstruction, and the gall-bladder usually con- 
tains bile. There will be repeated attacks of colic 
_as there is a tendency for the muscular gall-bladder 
to force the stone into the common duct. If the 
stone is impacted we find a cystic gall-bladder or 
empyema. The somewhat rare conditions we may 
find are: (a) Partial obstruction with deficient drain- 
age and rapid growth of, bacteria, the infected bile 
discharging intermittingly. When infection attacks 
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the bile ducts, it causes chills, fever and sweating, 
and if it spreads to the pancreatic duct, it causes 
acute pancreatitis and fat necrosis. (b) A stone im- 
pacted in the cystic duct with a contracted, thick- 
walled gall-bladder, containing a thin infected fluid. 
At short intervals there will be sudden attacks of 
chills, sweating and high temperature, which usually 
subside rapidly and are not accompanied by jaun- 
dice. There is usually considerable loss of weight 
and constant digestive distress. These symptoms 
occur because the lymphatic glands on each side of 
the duct are capable of active absorption of infected 
material which is under high tension. 


(c) A stone impacted in the cystic duct with 2 
contracted gall-bladder may produce the most mark- 
ed gastric symptoms, especially vomiting, suggesting 
gastric or duodenal ulcer. 

Stones in the common duct usually give rise to 
jaundice. The colicky pains may not be severe, but 
are frequent. The jaundice varies from day to day 
in the early stages, but eventually may become com- 
pletely obstructive. These cases have frequent at- 
tacks of cholangitis, causing chills, fever (with tem- 
perature from 103° to 107°), and sweating, but all 
of these symptoms may subside and for a time there 
be comparatively few symptoms. Stones may remain 
in the common duct or a diverticulum for years with 
no other symptoms than dyspepsia and loss of flesh. 
The symptoms depend entirely on obstruction and 
infection, and these are influenced by the location of 
the stone. If it is obstructing the ampulla, jaundice 
will be marked and the pancreas will be involved, it 
the infection is severe. 


A moveable stone which is just too large to pass 
through the papilla, and described as a ball-valve 
stone, may give rise to very marked symptoms of 
intermittent jaundice with recurring attacks of 
cholangitis. While the stone moves freely in the 
duct, it is a cause of constant irritation and infection, 
and may block the outlet. Temporary attacks of 
jaundice with pain and local tenderness suddenly re- 
lieved, usually indicate that the stone has passed into. 
the duodenum, although it may ulcerate through into 
the gastro-intestinal tract. 


Hepatic duct stones may be classified with common 
duct stones as they are practically always accom- 
panied by such and are usually secondary to them. 
In a large majority of cases hepatic duct stones have 
had their origin in the gall-bladder, and have passed 
from there to the common duct, gaining access to the 
dilated hepatic duct themselves, and they are usually 
little disc-shaped stones of black or dark brown 
color. 


Under the rare effects of gall-stones may be class- 
ified: Cutaneous and gastro-intestinal fistulae, bron- 
cho-biliary fistulae, and fistulae into the urinary pas- 
sage, perforation into the portal vein and hepatic 
artery, or one of its branches, perforation into the 
peritoneum, communication between their pericard- 
ium and the biliary tract. Obstruction of the bowel 
by gall-stones is also frequent. Of 295 cases of ob- 
struction analyzed by Fitz, 23 were by gall-stones. 
The stones are most commonly found in women. 

Cholecystitis is an inflammation of the gall-blad- 
der due to bacterial infection, with or without gall- 
stones. The condition is very serious, difficult to 
diagnosis, often fatal and may require prompt sur- 
gical intervention. It may extend to bile ducts; and 
may be acute or chronic. Inflammation of the bile 
passages usually results from an extension of an in- 
flammatory process from the duodenum, and in the 
majority of cases is associated with gall-stones. The 
mode of infection of the gall-bladder and ducts is 
still a disputed question. It is held by T. E. Potter 
(Medical Fortnightly, November 25, 1907) that the 
most probable source of infection of the gall-bladder 
is not through the intestinal wall, the hepatic tissue, 
or the duodenum through the hepatic ducts, but 
through the blood of the portal system. 

Else (Surgery, Gynecology and Obstetrics, De- 
cember, 1909) states that motile organisms can reach 
the gall-bladder from the intestines by ascending 
the common and cystic ducts. Organisms rarely, if 
ever, reach the gall-bladder from the intestines by 
way of the portal vein. The tubercle bacillus and the 
ameba coli are probably exceptions to this, but these 
organisms produce an infection of the liver first and 


an infection of the gall-bladder secondarily. Rosenow 


(Journal of Infectious Diseases, October, 1916) 
was able to produce experimentally, marked lesions 
in the gall-bladder of his animals by means of strep- 
tococci and colon bacilli injected intravenously. The 
organisms used had been obtained from human gall- 
bladders. Of the animals injected, in 79%, lesions 
of the gall-bladder developed. Definite formation 


of gall-stones was found in 6 rabbits and 3 dogs. 


Rosenow concluded that in addition to an infection 
furnishing the nucleus for the precipitation of the 
bile salts, it is necessary to have a bile of high 
cholesterine content. 

A non-calculous cholecystitis usually precedes the 
formation of gall-stones, and may be classified as (1) 
Acute phlegmonous cholecystitis, in which there is 
virulent infection with thrombosis of the vessels. 
In this, the mucous membrane, and in rare conditions 
the entire gall-bladder becomes gangrenous. Per- 
foration may take place into the free peritoneal cavity 
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giving rise to septic general peritonitis, or the per- 
foration may be gradual, with abscess formation and 
a secondary fistula into the gastro-intestinal tract, or 
to the surface. (2) Subacute cholecystitis in which 
the inflammation does not usually affect the wall of 
the gall-bladder. The walls are not thickened, and 
there is a tendency for this organ to become greatly 
distended. The contents usually consist of bile, 
and mucus, usually thin in character, and frequently 
foul-smelling, with a markedly fecal odor. With 
the escape of this infected fluid into the deep ducts 
these cases gives rise to severe symptoms, marked 
sudden high temperature, chills and moderate jaua- 
dice. These cases are the originating focus for a 
fatal septic, cholangitis or acute pancreatitis and fat 
necrosis. (3) Chronic cholecystitis, in which the 
gall-bladder is filled with thick muco-bile, dark and 
viscid. In many cases there are adhesions binding 
the peritoneal surface to the surrounding viscera. 
The lymph glands about the neck of the gall-bladder 
and the common duct are enlarged. After opening 
the gall-bladder and removing the contents, little 
pigmented areas of a yellowish color are found on 
the mucous surface, giving it a speckled appearance. 
These are due to erosions of the superficial epithel- 
ium, with deposits of pigment at various points on its 
surface, and are quite characteristic of this condi- 
tion. 

A diagnosis of cholecystitis is not always easy, and 
the appendix, right kidney, and the pyloric end of the 
stomach and the duodenum should be examined be- 
fore the gall-bladder is opened, for in many cases a 
_ positive diagnosis cannot be made before the gall- 
bladder is opened. As a rule severe paroxysmal pain 
is the first indication, most commonly in the right 
side of the abdomen, in the region of the liver, or it 


the appendix. Nausea, vomiting, rise of pulse and 
temperature, prostration, distension of the abdomen, 
rigidity, general tenderness, becoming localized, 
usually follow the first attack of pain. 

Without gall-stones, jaundice is not often present, 
and while the local tenderness may be severe the loca- 
tion is often deceptive. If adhesions are present, 
they may lead to intestinal symptoms that are mis- 
leading, and in some cases there may be a complete 
stoppage of gas and feces, pointing to a complete ob- 
struction, and some cases are operated upon for this 
condition. W. H. Bodenstob, after a clinical study 
of 500 cases in which operation was performed, with 
special reference to diagnosis, has classified the fol- 
lowing leading symptoms: Tenderness, belching, 
vomiting, radiating cramps, dyspnea, epigastric dis- 
tress, prostration, history of jaundice, cramps not 


may be in the epigastrium, or low in the region of. 


radiating, and bile in urine. A complete history of 
the complaint, with particular attention to the past 
history, together with the keen judgment in inter- 
preting facts, and the intelligent use of the eyes, 
ears and fingers,—must still be depended on for a 
correct diagnosis. In 90% of the cases a diagnosis 
can be made from the history. 

At the present time the treatment of these condi- 
tions is entirely surgical, as it is now known that the 
various types of recurring cholecystitis, can be cured 
permanently only by the removal of the gall-bladder. 
The same may be said in regard to cholecystitis 
with stones, although the possibility of recurrence is 
not as great as in the cases of infection without 
stones. Still, when we consider that infection is the 
cause of stone formation, and that it is impossible to 
remove all foci of infection from the wall of the 
gall-bladder, we are in many cases leaving a nucleus 
for the reformation of stones in a very short time, 
if we do not remove the gall-bladder. As practically 
every case of cancer of the gall-bladder give a history 
of previous gall-stone trouble, the removal of the 
gall-bladder at operation lessens the chances of can- 
cer formation. Examination of chronically inflamed 
gall-bladders occasionally shows early cancer formi- 
tion. 

Recurrence after biliary operations are more com- 


mon, following drainage, and a definite number re- © 


quire secondary operations. Recurrences are much 
less frequent after removal of the gall-bladder, a!- 
though they are not uncommon, where there were in- 
fection or stones in the common duct. The recur- 
rence of symptoms is most frequently due to return 
or persistence of the infection, reformed or over- 
looked calculi, and chronic pancreatitis. Removal of 
the gall-bladder reduces the risk of later trouble. In- 
fection in the liver, gall-bladder, or ducts is the most 
frequent cause of secondary trouble and may recur 
many years after the primary operation. The recur- 
rence of stones is more frequent in the gall-bladder 
than in any other part of the tract, and the common 
duct is next. Ina definite small per cent. stones will 
be overlooked in the common duct, in the other cases 
the stones reform in the duct. 

Surgeons at the present time are convinced that 
cholecystectomy is the operation of choice in all in- 
fections of the gall-bladder, with or without stones, 
and is particularly indicated where pancreatitis is 
present. Exceptional cases are met, where it is not 
possible to do the operation of choice, as where quick 
drainage is essential for safe relief. These cases ar¢ 
drained and the gall-bladder removed at a second 
operation, when the patient is in a safer condition. 
The whole question may be compared with appet 
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dicitis: the diseased organ should be removed, and 
drainage without removal employed only as emer- 
gency treatment. 

In the acute cases of cholecystitis, in which the so- 
called strawberry gall-bladder is found, there is no 
difficulty of diagnosis. Others present more diff- 
culty, and the question of infection can be decided 
only by the condition of the lymph glands along the 
cystic, common and hepatic ducts, which are always 
swollen in infection of the gall-bladder. A serious 
infection of the gall-bladder cannot exist without in- 


- fection of the glands that drain it. 


The result of the last few years convince us that 
the removal of the gall-bladder: is the operation of 
choice in all cases of infection, unless it can be defi- 
nitely proven that the liver and bile stream are re- 
sponsible for the infection. But in more cases the 
infection will be found in the wall of the gall-blad- 
der. In many cases simple drainage will give no 
better results than can be obtained by medical treat- 
ment. In severe cases of cholangitis a free dis- 
charge of bile to the surface is essential, and in such 
cases the common duct should be opened whether 
or not it contains stones. The most common cause 
of death following operations on the bile tract, is 
failure to secure free drainage of bile to the surface. 
The best method of obtaining this drainage is by the 
insertion of a tube in the duct. 

The prognosis in gall-bladder diseases is favorable, 
and provided the patients can be operated before ser- 
ious complications have developed, this is one of the 
most satisfactory branches of surgery. 

In gall-stone cases, if all obstruction within the 
biliary tract are removed at operation a cure is al- 
most certain to result. The mortality of the present 
day in all regulated clinics is between 6 and 7%. In 
many cases the death is due to complications that 
had developed before operation, as patients who have 


_ died from post-operative hemorrhage, nearly always 


show at autopsy a malignant disease as a complica- 
tion. All of this type of cases, are much safer in the 
hands of the surgeon than if left to nature. 

Every patient with cholecystitis, with or without 
stones, should have the advantage of an early opera- 
tion. The presence or absence of stones is of no. con- 
sequence, as the great damage is done, not by the 
stones, but by the infection, and we should not be too 
positive in stating that a stone will be found at opera- 
tion. Many cases will present symptoms of gall- 
stones, but at operation, we find these due to an in- 
fection and:no stones. In other cases, of one or two 
Stones, these may have passed into the gastro-intes- 
tinal tract, leaving only an infected gall bladder. 
While the effects upon the biliary tract of the re- 


moval of the gall-bladder are not fully determined, 
we have known for years that no subjective symp- 
.toms result from the removal of this organ. 

516 CHAMBERS BLDG. 


TRAUMATIC RUPTURE OF THE KIDNEY.* 
Victor F. Marswa tt, B.S., M.D., F.A.C.S., 


APPLETON, 


While it is true that no individual surgeon en- 
counters any great number of these cases in his per- 
sonal experience, traumatic rupture of the kidney is 
not rare. It was formerly considered that all kidney 
injuries were dangerous, but present day surgery 
has demonstrated that this fear was unfounded, for 
kidney wounds, like wounds of all highly vascular 
organs, heal rapidly. 

Kidney rupture may result from direct violence, 
such as a blow, a kick, a fall or from indirect vio- 
lence, such as compression of the body between two 
surfaces as in an elevator shaft, or by the buffers of 
railroad cars, or by the passage of a wheel over the 
costo-iliac space, while the body is resting flat on the 
ground. The occurrence of traumatic rupture of the 
kidney has, no doubt, greatly increased in recent 
years by reason of the universal use of the automo- 
bile and the multiple bodily injuries incidental there- 
to. Another cause of kidney rupture is strong mus- 
cular contraction, as when the body is bent suddenly 
forward and to one side. A sudden concussion of 
the body may also produce the injury. 

Traumatic rupture of the kidney occurs more often 
among men than women, owing to their greater ex- 
posure to injury. Greater immunity is afforded 
women by the greater protection of the kidney area 
afforded by their clothing, the greater degree of 
mobility of the kidney in the female, the larger 
amount of perirenal fat, and the protection obtained 
from the iliac crests. Kiister records an incidence as 
high as 94% in men, as compared with 6% in women. 

Slight injuries of the kidneys, such as contusions 
and attenuated degrees of rupture, undoubtedly oc- 
cur more often than is recognized, for the injury 
may not have been deemed of sufficient importance 
to call the physician. In these cases the external 
evidences of injury to the kidney may be little or 
none. 

The most susceptible age is from ten to thirty 
years, that is, during the ages of more active muscu- 
lar activity when there is greater liability to accident. 

It is stated by Kiister that the mechanism of pro- 
ducing the injury in most cases is a force, hydraulic 
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in nature, acting through full vessels and a full pel- 
vis. Such force may cause the kidney to rupture 
along the line radiating from the hilum in the direc- 
tion of the tubules. The impact of the external force 
may drive the distended kidney against the spine or 
the transverse processes of the first two lumbar ver- 
tebrae, or against the lower ribs, tending to rupture 
it at the point of greatest contact. 

Kidney wounds, broadly speaking, are of two 
varieties. The first, with which we are here con- 
cerned, is the closed or subparietal. They are usual- 
ly due to a direct blow, a fall (striking on the kidney 
region), or a crushing impact from the wheel of a 
vehicle. The second variety, or open wound, is due 
to a puncture or cut from some sharp instrument, 
such as a knife, bayonet, or other foreign body, or 
to a firearm projectile. 

' Experimental surgery has taught us that the me- 
chanism of wound repair in the kidney is essentially 
the same as in any other parenchymatous organ. Re- 
pair takes place by the proliferation of the interstitial 
connective tissue of the organ, which bridges the 
gap between the two edges and then permanently re- 
places this temporary mending in the natural way 
with the aid of a clot. Connective tissue replaces 
the degenerated specialized elements of the gland. It 
has been shown that the formation of scar tissue is 
rapid in the kidney and that the process of repair is 
far advanced after five or six days. The parenchy- 
ma is replaced by ordinary scar tissue and this in 
turn is slowly permeated by new-formed capillaries. 
There is no regeneration of the tubules and glo- 
meruli, for the kidney is no more able to replace its 
glandular elements than is any other highly special- 
ized organ. Compensatory hypertrophy of the kid- 
ney may occur after a loss of substance from the 
organ, but this is not due to any regeneration of 
renal elements. Compensation in the remaining kid- 
ney following nephrectomy is established through an 
increase in size and functional activity of the sur- 
viving elements, for experimental surgery has here 
again demonstrated that we have normally in the 
body a much greater amount of kidney tissue than is 
necessary for the maintenance of life. 

The pathology of traumatic rupture depends on 
whether the fibrous capsule is torn through or not. 
If the capsule is not torn through, the injury is 
classified as a contusion. In such a case there is 
but slight hemorrhage, a subcapsular ecchymosis, or 
a hematoma, or irregularly shaped areas of hemor- 
rhage within the parenchyma near the surface. Fis- 
sures are usually found on the anterior surfaces of 
the organ and are transverse in direction or radiate 


from the hilus. Infarcts of the usual wedge shape 
may follow kindney contusions. 

True rupture exists when the capsule is torn and 
the laceration is deep enough to communicate with 
the kidney pelvis. The direction of the wound to 
the axis of the kidney is usually transverse, that is, 
parallel to the direction of the tubules (Keen), al- 
though the wound may be longitudinal through the 
whole extent of the kidney (Gunn). In true rup- 
ture of the kidney the organ may be divided almost 
symmetrically in two, or into many irregular frag- 
ments with complete and total detachment of some. 
Blood is extravasated into the perirenal fat or into 
the parenchyma. If in the latter it passes down the 
urinary tubules into the pelvis of the kidney. Blood 
will or will not be present in the bladder dependent 
upon the intactness of the ureter. In cases of this 
character the hemorrhage may be severe, the peri- 
renal and retroperitoneal tissues becoming greatly 
distended with blood. Large hematomata may be 
found. 

Let us consider some of the complications of kid- 
ney rupture due to trauma. Fracture of the ribs fre- 
quently complicates renal injuries. The peritoneum 
may be torn in some cases of violent injury, an acci- 
dent more apt to occur in children under ten years 
of age on account of the firm connection between 
the peritoneum and kidney at this age. Other ab- 
dominial organs may suffer coincidentally with the 
crushed kidney. Rupture of the renal artery may 
occur and the hemorrhage may be an active factor in 
the production of death. 

The ureter may be torn across and infection may 
follow the leakage of urine into the tissues, or there 
may be extravasation of urine into the perirenal 
tissues when the rupture extends deeply into the 
kidney substance. Infection of the extravasated 
matter, or perinephric abscess, usually then occurs 
and adds to the gravity of the situation. Infection 
usually occurs in from 48 to 72 hours following ex- 
travasation of urine into the tissues, but in some 
cases it has not occurred until two or three weeks 
after the injury. In hematomas resultant from the 
attenuated organic injuries, absence of infection is 
the rule, and the fluid is absorbed within two or three 
weeks with spontaneous healing of the affected 
kidney. 

The symptoms of kidney rupture present a rather 
well-defined picture. Following the receipt of the 


injury, there are evidences of shock, moderate or 


profound, dependent upon the degree of injury and 
stability of the patient. Unless accompanied by 
hemorrhage, or otherwise complicated, the shock is 
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not as prolonged or as deep as in other visceral in- 
juries. It is always greater when the injury is in- 
flicted from the front, not because of the direction of 
the blow, but because of the fact that such forcible 
concussion results in other injuries, or in laceration 
of the peritoneal surface of the kidney permitting 
free hemorrhage. Hemorrhage may be moderate, 
severe, or even fatal. Secondary hemorrhage occurs 
in some cases. 

Anuria from shock may follow injury of the kid- 
ney. Morgagni says that when the kidney is severe- 
ly lacerated the free hemorrhage from its substance 
so lessens the blood pressure that there is an arrest 
of renal secretion in the injured organ. 

Secondary reaction with nausea, vomiting, and 
pain in the renal area and extending to the lower 
abdomen and genitalia and even to the thigh, usually 
occurs. 

Hematuria occurs in the great majority of cases, 
even in mild injuries. Coming on after an injury, 
it does not always mean a contusion of the kidney 
in the sense we are considering; for if a calculus be 
present, the bleeding may occur as a result of the 
traumatism of the stone within the kidney. Hema- 
turia is, however, a most constant symptom of kid- 
ney injury and is always present unless the ureter 
is obstructed in some way, or is torn off. Obstruc- 
tion might occur as a result of extravasated blood or 
urine pressing on the outside of the pelvis or ureter, 
or it might be present in rare cases where there is a 
stricture of the ureter. The patient may also have 
typical renal colic caused by clots passing down the 
ureter. 

Swelling in the loin is a quite constant symptom 
and is due to an accumulation of blood and urine in 
the tissue about the kidney. In some cases the tumor 
due to this cause may become very large. In cases 
where the capsule has remained intact, the tumor 
may be circumscribed and movable rather than in- 
filtrating and diffuse. Septic infection usually arises 
in from 48 to 72 hours, but in exceptional cases even 
two or three weeks may elapse after the receipt of 
injury before infection is evidenced by chills and 
irregular temperature. At this time pus may appear 
in the urine in considerable amount. A blood count 
will show a high leucecytosis. The infection may be 
circumscribed or it may be diffuse, extending into 
all the surrounding tissues as a cellulitis. 

The skin about the injured loin may be ecchy- 
mosed or lacerated. Ecchymosis may also follow the 
connective tissue sheaths of the spermatic vessels 
and thus reach the external abdominal rings. In 


some cases it may extend over the external genitalia, 
but it is characteristic of renal injuries that this 
phenomenon does not: appear until two or three 
weeks following the accident. The same condition, 
however, may be due to laceration of other vessels 
in the retroperitoneal tissues. 

DeQuervain noted that owing to disturbances in 
the circulation of the colonic flexure on the affected 
side, a certain degree of meteorism was often present 
without any peritoneal involvement. 

Certain conditions that affect the character and 
amount of urine passed occur as the lesion begins 
te interfere with the function of the kidney. Oli- 
guria and even anuria may result if a blood clot 
occludes the ureter. Later polyuria may result, com- 
persatory in character or indicating the presence of 
a traumatic nephritis. Renal pain may last for weeks 
or months and the sensitiveness on pressure may per- 
sist for a long time. 

It is possible to make a diagnosis of traumatic rup- 
ture of the kidney in the great majority of cases. 
The history of the case, the presence of hematuria, 
and the existence of a perirenal hematoma will leave 
little doubt as to the nature of the lesion. In more 
obscure cases the cystoscope may be of great aid in 
showing from which side the blood comes. In ex- 
ceptional cases the bleeding may continue slowly 
until a tumor resembling a watermelon in shape and 
size develops on one side of the abdomen, most mark- 
ed in front. In these cases a lumbar incision should 
be made in the ilio-costal space behind to evacuate 
the contents. This procedure will establish the 
diagnosis and will often relieve the patient of a great 


amount of extravasated urine. 


Expectant treatment is to be instituted in all cases 
of traumatic kidney injury where the local symptoms 
are not marked, where there are slight constitutional 
symptoms, and where hematuria is moderate. Opera- 
tive treatment is to be instituted in all cases when 
there are marked symptoms of increasing loss of 
blood, or when there are evidences that the peri- 
toneal cavity has become involved. Operative treat- 
me~t is also indicated where the tumefaction in the 
loin is increasing and where the amount of urine is 
diminishing. When exposure of the kidney has been 
instituted early, it may be possible to suture the frag- 
ments together, but when the kidney is severely lac- 
erated and the vessels ruptured or the ureter torn 
away, the operator cannot escape a nephrectomy. 
When contemplating the latter procedure, however, 
the surgeon should always bear in mind the possi- 
bility that an anomaly may exist and that there may 
be but one kidney. The abdominal route is to be 
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chosen when we have reason to believe that there are 
intraperitoneal complications. 

Finally, a word as to chronic traumatic nephritis. 
It is rot certain that diffuse nephritis can follow such 
injuries and it is probable that in the cases in which 
diffuse renal lesions were found at autopsy after con- 
tusions of the kidney, the patients had been suffering 
from chronic nephritis before their injuries. Circum- 
scribed nephritic lesions may occur, however, in the 
areas immediately involved. In some cases, albumin 
and casts persist in the urine some time after the dis-. 
appearance of the hematuria. Albumin has been 
found in small,amounts for a year or more after 
the injury. 

In my personal records, the following cases were 


found: 

Case I. D. MclI., age 30, was brought to St. Eliz- 
beth’s Hospital, April 16, 1908. Several hours prev- 
iously he had jumped from the top of an iron struc- 
tural windmill with suicidal intent. Fractures of 
both tibiae and os calci were noted and there was a 
large swelling in the right loin over which the skin 
was ecchymoced. The patient was in great shock. 
Supportive treatment was instituted, but delirium 
with high temperature followed, and death three days 
later. Autopsy was not obtainable. 

Case II. J. E. B., age 45, entered St. Elizabeth’s 
Hospital on the evening of February 2, 1910. In 
the afternoon of the same day he had been struck 
in the left lumbar region by a bursting circular grind- 
stone. Great shock followed. Blood appeared in 
the urine very soon after the injury. A hematoma 
became evident in the left loin and gradually in- 
creased in size. Because of the increase in size of 
the hematoma, it was deemed advisable on the fol- 
lowing day ta make an exposure of the kidney 
through a posterior incision. The lower pole of the 
left kidney was found detached, and there was free 
hemorrhage from the ruptured organ. The detached 
portion was ligated and removed. Mattress sutures 
were placed over the raw surface of the upper, re- 
maining, portion, a drainage tube was inserted, and 
the wound was closed. The next day there were 
symptoms of peritonitis to which the patient suc- 
cumbed two days later. Autopsy was refused. 
Case III. J. A., an cbese housewife, age 40, was 
brought to St. Elizabeth’s Hospital on the morning 
of July 4, 1921. An hour previously she had been 
thrown from an automobile in a collision. She com- 
plained of severe pain in the lower lumbar region 
and over the right kidney posteriorly. She was in a 
moderate degree of shock when first examined. 
Blood was found in a catheterized specimen of 
urine. There were marks of discoloration over the 
lumbar vertebrae and over the renal areas, and there 
was moderate swelling in the right loin. There was 
much tenderness over the right kidney. Expectant 
treatment was instituted. Blood disappeared from 
the urine in six days and the patient made an un- 
eventful recovery, being discharged from the hos- 
pital July 23rd, 19 days after the injury. 


Additional case since completion of paper: 


Case IV. F. C., a tinsmith’s helper, aged 17, came 
to the office January 14, 1922, with the following 
history: On August 10, 1921, while repairing a 
furnace, the patient was struck on the left side of 
the back in the kidney region by a 150 pound cast- 
ing, which fell a short distance. He lost conscious- 
ness until taken te a hospital. He was confined to 
bed three days complaining of discomfort over the 
left renal area. There was blood in his urine. He 
returned to work August 22nd, 12 days after the in- 
jury, but complained every two or three days of left 
renal and lumbar pain of 10-15 minutes duration, 
This discomfort became more severe about Decem- 
ber 17th and was associated with urgency and urina- 
tion every one to two and one-half hours. 

Moderate tenderness was noted in the left costo- 
vertebral angle with rigidity of the corresponding 
erector spinae muscles. This condition disappeared 
two or three days later. Examination of blcod and 
urine at this time was negative. The patient was 
placed in the hospital for observation and on Febru- 
ary Ist cystoscopy and ureter catheterization were 
done. A mild trigonitis was observed. The phenol- 
sulphonephthalein output was normal, but in speci- 
mens of urine from both ureters six to eight hyaline 
and granular casts were seen to a slide and three to 
five pus cells per high power field, besides the usual 
finding of numerous erythrocytes. The following 
day a 24-hour specimen of urine showed a two-plus 
albumin, 3 to 4 hyaline and granular casts to the slide 
and 8 pus cells to a high power field. The next day 
a similar specimen showed but a heavy trace of al- 
bumin, no casts, 3 or 4 pus cells to a high power field. 
No temperature changes were noted during the hos- 
pital observation. A diagnosis was made of subacute, 
bilateral nephritis not dependent upon the previous 
kidney trauma but undoubtedly of infective origin. 


PYELONEPHRITIS. 

Pyelonephritis is most often emphasized by blad- 
der disturbances alone, but it may be associated with 
pain abdominal in type, and when associated with 
acute infection may be extremely difficult to differ- 
entiate from urinary infection associated with ap- 
pendicitis. Not all cases of pyelonephritis show pus 
in the urine. Direct slide smears are of more value 
than cultures. There are infections of the urinary 
tract other than tuberculosis which, in the absence of 
urinary antiseptics, will rot grow on ordinary media. 
It is not one of the functions of the kidney to excrete 
bacteria, and the finding of bacteria in kidney urine 
is evidence of a pathological process in that kidney. 
Chronic nephritis associated with infection of the 
kidney is not uncommon. The presence of large 
amounts of albumen in these cases has in some in- 
stances led to exhaustive studies of other portions of 
the body for foci of infection with total neglect of 
the kidney itself as a focus of infection.—O. C. 
Foote in The California State Journal of Medicine. 
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STAPHYLOCOCCUS INFECTIONS OF THE 
FACE AND LIPS. 

That staphylococcus (“furuncular” and “car- 
buncular”) infections of the face and lips—especial- 
ly of the upper lip and the naso-labial region—some- 
times prove rapidly fatal, through cavernous sinus 
thrombosis or more distant septic dissemination, is 
a fact probably generally known in medicine; and 
the wise physician will be cautious in prognosis, 
however insignificant such an infection may, at the 
outset, appear to be. What the percentage of fatali- 
ties in these infections is it is obviously impossible 
to determine. In Annals of Surgery, July, 1922, 
Walton Martin, of New York, records that, at St. 
Luke’s Hospital, of seven patients with extensive 
infections of the lip six died; another, observed else- 
where, recovered. Of course, however, it is only 
those cases that develop unfavorably that are brought 
to hospital; and Martin notes that there were many 
cases of small furuncle of the face, treated in the 
out-patient department and not included in his study 
—which he {jndertook in an effort to determine why 
certain cases of staphylococcus infections of the face 
and lips are fatal. Concerning this, he says: 


My own views are that although furuncles and pimples 
of the lips and face are very common and usually subside, 
éven when they are squeezed, pressed, pricked and punc- 
tured, these are dangerous measures to apply to any infec- 
tion and are especially dangerous in the lip. The knowledge 


should be widespread that every furuncle of the ‘face and 
nose, and especially of the lip, should be treated as if it 
might .become a dangerous disease. It should be more gen- 
erally recognized that danger lies in a complicating sup- 
purative thrombophlebitis, and that mechanical injury, the 
arrangement of the labial plexus of veins and the inevitable 
movements of the parts are factors of great consequence 
in spreading infection. 

I believe that early operations and rough manipulations in 
the infected area tend to spread the infection. The small 
infection should be kept at rest, the skin about it gently 
cleansed and covered with some simple ointment. The focus 
of infection should not be rubbed or squeezed or pricked or 
handled. It is dangerous to try to abort furuncles by punc- 
ture through the white or red point with a toothpick or 
wooden applicator dipped in phenol, nor should phenol be 
injected in the indurated tissue. Early puncture before there 
is a definite focus of suppuration and then tightly packing 
the small hole to arrest bleeding is admirably suited to create 
conditions in the dense tissue of the lip favorable for rapid 
bacterial growth and the spread of infection to the labial 
veins. 


Considerable induration about the focus of infection and 
edema of the loose cellular tissue of the eyelids is not un- 
common in moderate infections and is not a sign of ophthal- 
mic phlebitis. 


While it is not clear what is accomplished by 
merely gently cleansing the skin and covering with 
some simple ointment, it is clear that “rough manip- 
ulations in the infected area” may spread the infec- 
tion, and Martin has done a service in calling atten- 
tion to its dangers and to the possible dangers of 
injecting local anesthetics when incisions are neces- 
sary. Whether or not early operation in these cases 
deserves to be condemned in the same sentence with 
rough manipulations, and for the same reason, will 
probably be debated; and the decision cannot be 
reached without determining what is meant by early 
operation. (We take it that Martin means “before 
there is a definite focus of suppuration.”) It is 
quite conceivable that an incision extending through 
the protecting zone of leucocytes may spread the in- 
fection. Considering the possibilities of danger in 
these cases, however, the surgeon will have to decide 
in each case whether it is or is not wiser to incise the 
lesion; and he will probably decide according to its 
character and, especially, according to whether or 
not pus has formed. Speaking of furuncles in gen- 
eral, we are of opinion that usually they require no 
incision or, at most, only a small incision sufficient to 
permit the escape of the “core.” The early evacua- 
tion of the slough or core, i. e., as soon as it is loose, 
by extraction with delicate forceps or even—and in 
spite of the generally accepted dictum—by gentle 
expression, is the best means of terminating the sup- 
puration and the pain. Sloughs, like bone sequestra, 
maintain suppuration and encourage its spread. 
When all sloughs have escaped, or have been re- 
moved, from a furuncle suppuration ceases and heal- 
ing begins. 

In spite of definitions, one cannot always draw 
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a dividing line between large furuncles and small car- 
buncles (the term carbuncular furuncle, as used in 
Keen’s Surgery, Vol. 1, is quite descriptive), nor 
between these and some superficial phlegmons. 
These conditions are all produced by the same or- 
ganism, involve in varying degree the same tissues, 
and are pathologically not very different. (Martin’s 
eight cases were all “examples of the condition we 
usually call carbuncles.”) What then are “the con- 
ditions which change a single circumscribed staphy- 
lococcus infection into a widespread and dangerous 
lesion”? We are quite prepared to agree with Mar- 
tin in “the conclusion that many such simple lesions 
are often so changed by ill-advised treatment at the 
onset of the infection.” Since, however, as Martin 
shows in the literature quoted, deaths have been at- 
tributed both to incision of the primary furuncle and 
to failure to incise it, the rule cannot be accepted 
that furuncles of the lip, nose, face should never be 
incised nor can deaths following such incision prop- 
erly be attributed to it. A more important factor 
in determining the outcome is, probably, the viru- 
lence of the infection itself or—what perhaps 
amounts to the same thing—the resistance of the 
individual. 


UROLOGIC DIAGNOSTICS IN SMALL 
CHILDREN. 
When, in March, 1911, Beer, of New York, pub- 
lished in this JouRNAL a description of the small 
calibered catheterizing cystoscopes he had devised, 
and for several years had used, for infants and chil- 
dren, he planted in this country a seed that is now 
bearing fruit. The American literature on cystoscopic 
examination of children is small; only about a half- 
dozen articles have followed Beer’s pioneer publica- 
tion. But these articles are all important and their 
appearance within the past four years indicates the 
now growing interest in this sphere of diagnostic 
and therapeutic effort. 
At the last annual session of the American Medi- 
cal Association, Kretschmer, of Chicago, read be- 
fore the Section on Diseases of Children a paper on 
Urologic Surgery in Pediatrics (Journal of the A. 
M. A., July 22, 1922) in which he recorded a series 
of 60 cystoscopic examinations in male and female 
children ranging in age from 7 months to 14 years. 
In pediatric urology, he says, “.... the same 
diagnostic measures that are employed in the adult 
can be and should be used; namely, roentgen ray, 
pyelography, functional tests, blood chemistry, and 
chemical and bacteriologic studies of the urine as 
obtained by ureteral catheterization.” 
Especially significant, and important for the pedia- 


trist to consider, are his statements that: “.. 
the various lesions met with in infants and children 
are not very different from the lesions which occur 
in the ordinary run of adult urologic cases, with the 
exception of lesions incident to age, such as malig. 
nant tumors of the bladder and prostate and hyper- 
trcphy of the prostate,” and “The symptoms... 
are similar to those which occur in adult cases, taken 
at random. Hematuria, a relatively common symp- 
tom in adults, is rather uncommon in children; 
nevertheless, the presence of blood in the urine either 
grossly or microscopically was recorded in eighteen 
cases:”’ These corroborate the utterance of Beer 
eleven years ago: “Post-mortem examinations as well 
as clinical experience have shown that children are by 
no means free from diseases of the kidney and blad- 
der but, owing to the lack of a serviceable cysto- 
scope, diagrosis has been lamentably inaccurate.” 
This lack has been supplied, as Kretschmer points 
out, and he urges that there is no reason for neglect- 
ing irstrumental examination of the urinary tract 
of children. Accordingly, he bespeaks close co- 
operation between pediatrician, general practitioner 
and urologic surgeon. 

At this stage of the development of “pediatric 
urology” the general surgeon and, especially, the 
urologist, will appreciate the desirability of equip- 
ping himself, in armamentarium and in technical 
skill, for the cystoscopic examination of children. 
Certainly, the importance of availability to every 
pediatric service of a surgeon so equipped has now 
been amply demonstrated by Beer, Hyman, Hinman, 
Stevens, Kretschmer and others in this country, as 
well as by urologists elsewhere. 


Progress in Surgery 


Selections from Recent Literature 


The Intramuscular Administration of Sodium Citrate. 
A New Method for the Control of Bleeding. 
Harotp Nevnor and Samuet HirsHreip, New York, 
N. Y. Annals of Surgery, July, 1922. 

The administration of sodium citrate intramuscularly, 
intravenously, or subcutaneously, results in prompt and pro- 
nounced shortening of coagulation and bleeding time. This 
is a hitherto unrecognized pharmacological action of the 
drug. 

The shortened coagulation time is of two or three hours’ 

duration with gradual return to the normal within twenty- 

four to forty-eight hours. 

The sodium citrate curve occurs not only in individuals 
with normal coagulation and bleeding time, but in those i 
whom there is pathological prolongation, notably ™ 
jaundice. 

It does not occur in blood diseases characterized by blood 
platelet deficiency—haemophilia and purpura. These dis 


eases appear to compromise the sole contraindication to the 


use of sodium citrate for the control of bleeding. 

The dose for intramuscular administration of sodium 
citrate is nine grams for adults. A thirty per cent. solution 
is used, fifteen c.c. into each buttock, preceded by novocait. 
The intramuscular method is free from danger, no unto 
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results having been noted in 200 cases, and is therefore the 
method of choice. 
Internal as well as surgical bleeding, hemorrhage not only 
in normal individuals, but also in those with prolonged co- 
agulation time are decisively controlled by sodium citrate 
injections in the great majority of cases. These are cases 
of oozing surfaces or hemorrhage from small vessels, for 
control of hemorrhage from large vessels cannot be ex- 
pected with the dosage of the drug at present employed. 
The method offers as well a large sphere of usefulness 
as a prophylactic measure against oozing at operation, 
especially in cases in which much bleeding is anticipated. 


Acacia for Transfusion. W. M. Bay.iss, London, Eng- 
land, Journal of the A. M. A., June 17, 1922. 

Bayliss defends the use of acacia solution for intravenous 
infusion, when properly used, and discusses the objections 
raised to it. He insists that it is a matter of the greatest im- 
portance to use good samples of the acacia. 

At the end of the war, 75 liters a day were being sup- 
plied to the British army in France from the base hygienic 
laboratory at Boulogne. It was agreed that no harm was 
to be apprehended from its proper use, while stress was 
laid on the importance of the purity of the acacia and the 
method of preparation. There was difference of opinion 


as to the relative values of blood and acacia; while some © 


found no difference, others thought blood superior. It was 
recognized that the unfavorable results in the American 
army at the later stages were due to the severe state of shock 
in which many of the patients arrived aiter long transport. 
The production of a permeability of the capillaries does not 
allow the retention in the circulation of any injected fluid. 

The commercial powdered samples of acacia are usually 
adulterated and useless. Bad results are mainly due to bad 
preparations. The same care should be given to the intra- 
on use of acacia solution as is used in the transfusion 
0 il 


Studies on the Output of Indigocarmin and Phenol- 
sulphonephthalein After Intravenous and Intra- 
muscular Injections. With special reference to the 
index of elimination as a control of surgical risk. B. A. 
Tuomas and W. I. Min. Hsu, Philadelphia, Pa. The 
Urologic and Cutaneous Review, July, 1922. 

The Jndex of Elimination of indigocarmin gives more 
valuable information than the inital onset and the total out- 
put of the substance, unless examined repeatedly. The index 
is determined by taking the ratio of the output for the first 
and third hours. 

It was found that the best comparative index of elimina- 
tion of indigocarmin after intravenous injection, is ob- 
tained by dividing the output of the first by the third twenty 
minutes’ quantities. This quotient, though not exactly sim- 
ilar to the index of elimination obtained by the intramuscu- 
lar method, approximates it very closely. 

The index of elimination of indigocarmin following intra- 
muscular injection has proved to be a valuable control as to 
surgical risk, especially in prostatectomy. 

Studies confirm the belief that the same dye be used in- 
travenously for the determination of the index with greater 
advantage, satisfaction and accuracy than has been the case 
from its intramuscular employment. 

It would appear that phenolsulphonephthalein may like- 
wise be used intravenously for the determination of the in- 
dex with equal satisfaction and probably also intramuscu- 
larly after the interval for collection of specimens has been 
more definitely determined. 

Phenolsulphonephthalein seems to possess no advantage 
Over indigocarmin in the determination of the so-called 
imdex of elimination. 


The Réle of Hexamethylenamina in the Production of 
Hematuria. W. A. Bioeporn and J. E. Houcuton, 
Annapolis. Md. The Journal of Laboratory and Clin- 
tcal Medicine, June. 1922. 

Following the administration of hexamethylenamina in 
€ven moderate dosage a small percentage of individuals 
develop hematuria. These cases show a high hydrogen-ion 
Concentration of the urine. It is considered that these in- 


dividuals possess idiosyncrasy to hexamethylenamina. This 
idiosyncrasy can be demonstrated by a cutaneous reaction 
test, using the drug itself as the antigen. A high hydrogen- 
ion concentration favors the elimination of formaldehyde 
in the urine and appears to be a necessary factor in the 
production of hematuria. A high hydrogen-ion concentra- 
tion of the urine is of itself not sufficient to cause a hema- 
turia following the administration of hexamethylenamina. 
The hematuria following the administration of hexamethy- 
lenamina in individuals is vesical in origin. The lesion con- 
sists of a hemorrhagic cystitis involving the base and neck 
of the bladder; the hemorrhagic areas are irregularly distri- 
buted and when viewed through the cystoscope present a 
fairly typical picture. Attempts to produce hematuria in un- 
susceptible individuals by the administration of hexamethy- 
lenamina were successiul. The administration of sodium 
bicarbonate in doses of 10 grams daily in connection with 
hexamethylenamina will prevent the liberation of formalde- 
hyde in most instances, 


The Significance Of Pyuria in Children J. S. Fow er. 
Edinburgh Medical Journal, July, 1922. 

Fowler presents a statistical study and summarizes treat- 
ment thus: The first thing is to keep the child in bed. Many 
of these cases, which have persisted for months at home 
recover within a few weeks in hospital, and probably the 
enforced rest has a good deal to do with this. Abundant 
fluid should be given. Contrary to what is found in the 
acute form of the disease, the alkaline treatment is no use 
whatever in chronic pyelitis, but does harm rather than 
good. The most useful remedy is hexamine in doses of 
from 3 to 10 grains thrice daily. When the urine is neutral 
or alkaline, as for instance in proteus and most staphylococ- 
cal infections, hexamine should be combined with sodium 
acid phosphate in 10-grain doses. In some cases benefit 
seems to follow the administration of salol, either alternately 
with or in addition to hexamine. Vaccines appear to be of 
little use in this condition. Two cases were cured, and one 
was improved, by an autogenous coli vaccine, but in a much 
larger number no result whatever was observed. Irrigation 
of the bladder is very seldom required, but some of the worse 
cases in older girls, with abundant pus and frequent painful 
micturition, were benefited to some extent. It is probable 
however, that in some of these cases, especially the earlier 
one, a removable surgical cause may have existed. An ex- 
ploratory operation should at least be considered in all cases 
of pyuria of long standing which prove rebellious to medi- 
cal treatment, even if no definite proof of stone or tubercle 
can be obtained. 


Renal Decapsulation in Acute Renal Affections. Zur 
Frage der Nierendekapsulation bei akuten Schadigun- 
gen der Nieren). Vixtor HorrMan. Breslau. Archiv 
fiir klinische Chirurgie, June 16, 1922. 

In acute affections of the kidney recapsulation still has a 
positive sphere of usefulness. Even when the kidney is not 
appreciably enlarged decapsulation gives good effects by 
improving the renal circulation. This follows the teaching 
of Volhard to remedy the interference of the glomerular 
circulation. In parenchymatous bleedings recapsulation seems 
of benefit. 


Tumors of the Kidney in Infancy and Childhood. 
Cuarites G. Mixter, Boston, Mass. Annals of Sur- 
gery, July, 1922. 

Stress should be laid on the necessity of an early diag- 
nosis in the malignant tumors of the kidney in infancy. The 
symptoms are so ill-defined that in all cases of obscure ab- 
dominal disturbance, unaccountable malaise, or abdominal 
fullness, even if no urinary symptoms are present, the kid- 
ney regions should be palpated. If a tumor is felt, operation 
should be advised without delay. If resistance is noted, even 
in the absence of tumor, roentgenogram with air inflation 
of the colon should be obtained and an ether examination 

made. The importance of the relaxation obtained by a 

general anesthetic in the palpation of deep-seated tumors of 

infancy cannot be overestimated. Mixter emphasizes the 
frequency of malignant tumor of the kidney region in in- 
fancy, the insidiousness of its onset, and the necessity of its 
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early recognition, as the tendency to recurrence is so great 
that only by its early surgical removal can we hope for 
a cure. 


Chronic Bone Abscess: Its Treatment by Simple 
Evacuation through a Drill Hole. Watter M. 
BricKNER, New York. Surgery, Gynecology and Ob- 
stetrics, July, 1922. 

In a previous article on “Chronic Medullary Abscess of 
the Long Bones” Brickner called attention to the facts that 
these abscesses, usually from residual foci of an antecedent 
osteomyelitis, often become sterile, and that such abscesses 
can be promptly cured by the minor operation of simply 
evacuating them through a small opening in the bone. In 
that article he said: “The medullary abscess, like acute 
suppuration of the bone marrow, cannot be recognized as 
‘such, roentgenographically. The roentgen ray appearance 
is that of an osteo-periostitis or of a bone that has been 
the seat of an osteomyelitis.” This statement he now modi- 
fies. When a considerable length of the medullary cavity 
is occupied by pus, there is nothing in its roentgenographic 
picture to show that its content is purulent. But when the 
medullary cavity is invaded by osseous growth in such a 
manner as to surround an “island” of pus, such a central 
abscess will appear in the roentgenographic positive as a 
light area, by contrast with the shadow of the surrounding 
bone—unless, as may also happen, the latter is so thick and 
so dense that it obscures the picture of the cavity within it. 
Cortical abscesses usually show clearly in #-ray pictures. 
The technic of Brickner’s procedure is as follows: Under 
nitrous oxid narcosis, an incision about two inches long is 
made through the skin and (except, for example, over the 
inner surface of the tibia) the underlying muscle is split, 
or retracted, to expose the periosteum. Through this and 
into the bone, at a point determined by roentgenogram or 
by the level of maximum tenderness, a drill about one- 
fourth inch in diameter is driven deep enough to permit the 
escape of pus. If, perchance, the situation of a small ab- 
scess has not been estimated sufficiently accurately for it to 
be thus tapped by the first opening, other drill holes can 
be made with little damage to the bone, or the surgeon may 
defer the completion of the operation to determine roent- 
genographically the relative levels of the abscess and his 
first drill hole. With the escape of pus the drill is removed 
and nothnig else is introduced into the bone—no probe, 
curette or gauze packing! A culture is made from the pus 
to determine what, if any, living organism it contains. A 
smear is also stained and examined at once. The purpose 
of the latter is that if, instead of few or no bacteria, many 
are found, the surgeon may, if he think it desirable, en- 
large the bone opening or otherwise modify the procedure. 
A small drain of folded rubber dam is laid in the soft parts 
down to, but not into, the opening in the bone, and the 
wound is otherwise closed by sutures. A simple gauze dress- 
ing completes the operation. 

The drain is to provide for any further escape of pus 
from the bone, and to actasa safety-valve i in case of possi- 
ble suppuration in the bone cavity or the soft parts caused 
by dormant organisms awakened to activity. It is removed, 
usually without replacement, in 3 or 4 days, 4. ¢., as soon as 
discharge has practically ceased. The small opening in the 
soft parts is then allowed to close and, ordinarily, healing 
of the entire wound is complete in 10 days or less, but few 
of which, usually, are spent in bed. Contrast this with 
the prolonged disability and invalidism, not to speak of the 
scarring and deformity, of wide-open osteotomy and slow 
“healing from the bottom,” with its inherent risks of seques- 
trum formation and secondary operations! 

The pain of a chronic, afebrile bone abscess which, with 
tenderness, is the sole subjective symptom, is relieved by 
evacuation of the pus through a drill hole, immediately, com- 
pletely and—as far as observation of several years indi- 
cates—permanently. Failure to thus relieve the pain sug- 
gests the presence of a second abscess. Failure of prompt 
healing of the soft parts will, of course, arise if there be 
infection either from the operation itself or from bacteria 
in the evacuated pus. 

Probably chronic bone abscesses unassociated, over a lim- 
ited period of observation, with any elevation of tempera- 


ture, are not always sterile. But it seems safe to assume 
that their contained organisms are attenuated. 

Simple evacuation through a drill hole is not at all suit- 
able, of course, for those cases of non-discharging bone 
suppuration with high fever. In these cases we are dealing 
no longer with a “chronic bone abscess,” if at all, but with 
a (recrudescent) acute osteomyelitis. At any rate, the pro- 
cess is a virulent one and demands vigorous surgical attack, 
Whether the method is suitable for chronic typhoid abscess 
the author does not know. 

In cases of chronic bone abscess in which clinical signs— 
daily mild elevation of temperature, slowly increasing pain 
and tenderness—indicate that the pus is not sterile but that 
the virulence of the organisms is slight, simple evacuation 
through a small opening is well worth a trial, provided the 
patient is under close observation. (It must be remembered 
that, although the bone opening is relatively small, drainage 
is provided. ) Brickner reports such a case cured by drain- 
age through a small drill hole. 

Several generations of medical students have been taught 
to think of Brodie’s abscess as a circumscribed collection 
of pus in the bone cortex, usually near the epiphysis. 
Although, on the basis of Brodie’s description, one is quite 
justified in doing so, to apply the term, without distinction, 
to all chronic, non-discharging pus pockets, in whatever part 
of the bone, may serve only to obscure the student’s con- 
ception of the disease. It seems better to speak of “cor- 
tical abscess,” which is pictured in all the text-books (as 
Brodie’s abscess) and “medullary” or “central abscess,” to 
which but few text-books even refer. We should eliminate 
from our future text-books the statement that Brodie’s ab- 
scess is usually tuberculous; it is of a piece with the linger- 
ing notion that fistula-in-ano is commonly tuberculous. 

Concerning the pathogenesis and pathology of chronic 
bone abscess there is much that is debatable. The pain is, 
presumably, due to the pressure of the pus, since it disap- 
pears as soon as this is drained. If, however, the abscess 
was present before it caused pain, what produces increased 
tension at a time when no organisms are recoverable from 
the pus? Brickner thinks it more likely that the pain begins 
when pus is formed in a cavity containing dormant bacteria 
and, perhaps, granulation tissue. 


The Etiology of Ischemic Muscle Contraction. (Die 
Aetiologie der ischemischen Musklecontractur.) 0. 
ge Frankfort. Archiv fiir klinische Chirurgie, June 
16, 1922. 

Volkmann’s theory of pure myogenic origin of ischemic 
muscle contracture seems correct. This does not mean that 
the muscle really dies, as in that case gangrene would set in. 
A primary nerve effect is not present. Sensory and trophic 
phenomena complicate the picture but have no etiologic re- 
lationship. The latter may be due to associated nerve lesions 
from either the original trauma or secondary compromiz- 
ing of the nerves in the scarred muscles. There is no sub- 
stantiating proof that the lesion is due to alterations in the 
sympathetic fibers (Denucés). 


Some Observations on “Tennis Elbow.” Frank 
Romer, London, England. The Lancet. July 8, 1922. 
The three stages of tennis elbow appear to be: (1) Mus- 
cular—traumatic fibrositis; (2) traumatic subacute perios- 
titis; (3) arthritis of the radioulnar joint. Of these, the 
first is oftenest seen Separately, the second and third being 
more usually found in combination. 

With an occasional exception in the first, the onset of 
tennis elbow is gradual. In the simple muscular type pain 
can usually be elicited by pressure over the affected area, 
but otherwise it is only noticed on a movement which calls 
into action the muscles at fault. Patients thus affected 
notice that they can lift or pull heavy weights from the 
ground with perfect comfort, whilst any small action such 
as pouring out tea, brushing ‘the teeth are exquisitely pain- 
ful. In this condition treatment is usually successful 
consists is intelligent massage of the affected muscle. After 
a few days, as one muscle responds to treatment, the dis- 
comfort and induration may spread to neighboring muscles. 

During the massage, which should be daily for an avef- 
age period of ten si it is advisable to abstain from play- 
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ing those games which caused the trouble. The muscles 

having been suppled,down by massage, the forearm should 

be strapped with the double object of supporting the muscle 
and at the same time checking the pull at its origin on the 

humerus. Take two strips of adhesive plaster about 1%4 

inches in width. Apply the first so as to encircle the fore- 

arm about the juncture of the upper and middle third. The 
second piece being folded on itself a semicircle is cut from 
it, This is adjusted so as to overlap the first by a small 
margin, whilst the opening made by the removal of the semi- 
circle enables the support to cover the forearm completely 
up to the elbow-joint without interfering with flexion. When 
putting the plaster on, see that the elbow is semiflexed 
and supinated with the muscles of the forearm relaxed. 

With the strapping properly adjusted, play once more can 

be resumed, and although to commence with a certain amount 

of discomfort may be experienced, the condition will not be 
aggravated. 

In the second type, where an acutely tender spot exists 
on the condyle, a small swelling or thickening is often to 
be detected in the early stages, which will often entirely 
clear up with skilled massage and strapping. Massage will 
often bring to the surface a small patch of bruising over 
the sensitive area. Where, however, massage and radiant 
heat fail to cause improvement, counter-irritation by means 
of a small blister over the sensitive spot will sometimes 
be found useful, or the administration of iodin by ionisa- 
tion. When the radio-ulnar articulation is affected, swelling 
and pain over the head- of the radius will be found, and it 
is possible that some fraying of the orbicular ligament has 
been sustained. Massage, combined with radiant heat and 
subsequent strapping, often gives excellent results, provided 
the patient has sought early advice. In this condition, how- 
ever, especially if arthritic changes are commencing, re- 
covery seems very slow, and ionisation would seem to hold 
out the best prospects. In the two latter varieties absten- 
tion from such games as proved the exciting cause must 
be far longer than in the purely muscular condition. 

In the third type, where the radio-ulnar articulation is 
implicated, recurrent strain or jarring of the joint would 
appear to have been sustained; the use of a too heavy rac- 
quet, or of heavy shears in pruning trees, have been noted 
as causes, together with the habit of “taking” too much 
ground in golf. 

Treatment of Chronic Synovitis of the Knee-Joint. 
G. Getston ATKINS, Baghdad. The British Medical 
Journal, June 17, 1922. 

A strain of the internal lateral ligament causing an ef- 
fusion into the joint is a common injury, and very often 
stimulates a torn cartilage. A probable explanation of the 
clinical signs already mentioned is as follows: The knee 
receives a strain, an effusion into the joint takes place, and 
reflexly the vastus internus is thrown out of action; the 
reason is that the chief nerve of supply to the knee-joint 
is the nerve to the vastus internus, the nerve passing through 
that muscle and supplying it before it enters the joint. As 
a result of this reflex action the vastus internus rapidly 
wastes and loses tone, and a condition as represented in Fig. 
2 is reached. By treatment the effusion is got rid of and 
the man returns to work; but owing to the weakened con- 
dition of his vastus internus any small twist given to the 
joint again strains the knee, with the result that more fluid 
with further weakening of the vastus internus takes place, 
and so a vicious cycle is established. 

The treatment is to break this vicious cycle, and the struc- 
ture to attack is the muscle. It is necessary first to re-edu- 
cate this muscle to respond to a voluntary contraction. This 
is done by causing the patient to keep his leg perfectly 
straight, in which position he is instructed to practice brac- 
ing up the vastus internus; this is done daily. The muscles 
of the thigh are massaged and subjected to contrast baths 
of hot and cold water. It is possible within a fortnight to 
Produce an increase in girth of the thigh at this level of 
from 1 to 1% inches. No marked improvment will be 
noticeable unless the effusion i in the joint is first got rid of, 
and this is also done by increasing the blood supply around 
the joint. The required toning effect on the capsule is pro- 
vided for by the use of contrast baths. Occasionally a 
tight bandage over wool is applied to the joint at night. 


There is one type of knee-joint occasionally met with in 
which all methods fail to get rid of the fluid, except aspira- 
tion. As soon as it is decided that one is dealing with a 
case of this kind, aspirate at once, as it is all-important to 
get rid of the effusion. If the fluid is due to any intra-ar- 
ticular condition, the effusion will recur, and this fact helps 
in the diagnosis of an otherwise difficult case. 


Injury of the Limbs Due to Back-Fire. A. H. Bizarro, 
London, England. Annals of Surgery, July, 1922. 

Bizarro concludes: 

(1) The lower third of the radius and ulna is the com- 
monest seat of back-fire fracture, and the carpal bones the 
next common. 

(2) The crack through the epiphysial line of the radius 
is thé commonest type of single bone lesion. 

(3) The ulna styloid tip and radial epiphysial line are the 
commonest types of double bone lesions. 

(4) The scaphoid is the commonest carpal bone involved. 

(5) In individuals under twenty years of age the diag- 
nosis of ulna styloid fracture is more difficult owing to the 
common occurrence of irregularities of ossification. 

(6) In twenty-five per cent. of the cases of the series the 
injury of the wrist was limited to the soft parts. 

(7) The upper end of both radius and ulna are occasional- 
ly the seat of fracture. 

(8) The age of the individual has no bearing on the 
fracture being at the epiphysial line. 

(9) The great bulk of these injuries is of the indirect 


type. 
(10) The prognosis is usually good. 


The Clinical Study of the Biliary Secretions Obtained 
by Nonsurgical Drainage. G. W. McCaskey, Fort 
Wayne, Ind. New York Medical Journal and Medical 
Record, June 21, 1922. 

McCaskey discusses the Meltzer-Lyon procedure and 
some of the literature concerning it. He concludes: In 
view of the facts thus far established, and their wide clinical 
application, it would seem that these clinical methods in 
spite of their difficulties and cumbersomeness, are not only 
worth while, but supply information of the highest import- 
ance, which cannot be otherwise obtained. It is probably 
too soon to attempt to define precisely their limitations or 
possibilities, but it is not too much to say that their scientific 
application will lessen the incidence of gall-bladder, bile 
duct and hepatic disease. 


A Pulmonary Sign in Acute Infections of the Biliary 
Tract. D. P. D. Wuxrm, Edinburgh. The British 
Medical Journal, June 10, 1922. 

Wilkie has noted that acute infections of the gall-bladder 
and bile ducts are frequently associated with definite physi- 
cal signs at the base of the right lung. In a number of 
cases it has led to an incorrect diagnosis, a primary lung 
lesion being suspected and the pain in the right hypochon- 
drium being regarded as referred from the pleura. In cases 
of acute biliary infections crepitations at the base occur in 
quite fair percentage of cases. This pulmonary sign may be 
found where the infection is located in the ducts and where 
the gall-bladder is not the chief seat of trouble. 

Three possible explanations must be considered : 

(1) The infection in the gall-bladder or bile ducts spreads 
by way of the peritoneum through the lymphatics of the 
aay and so reaches the pleura and the base of the 
un 

©) That reflexly, from irritation of the sensory fibers of 
the phrenic nerve, the diaphragmatic excursion on the right © 
side is diminished, the expansion of the base of the right 
lung is restricted, and some hypostatic congestion results. 

(3) That the condition is a blood infection settling in a 
part of the lung the expansion of which is restricted by the 
factors mentioned in (2). 

Since attention was attracted to the presence of basal 
congestion in biliary infections Wilkie has operated on 31 
acute cases. In 8 of these there is no note of an examina- 
tion of the bases; of the remaining 23 crepitations were 
noted at the right base in 12, in 11 the examination was nega- 
tive. In two cases pleural’ friction was present in addition 
to the moist sounds. 
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In no case did any pneumonic complication follow opera- 
tion. In one case a pleurisy with effusion was found on the 
day following the removal of a gall-bladder full of pus. The 
bases of the lungs had not been examined in this case prior 
to operation, otherwise some abnormal physical signs would 
doubtless have been discovered. 

There was no death in the series of 31 cases. In 24 cases 
ether anesthesia was used, in 7 chloroform. 


A Modification of the Operation of Cholecystenteros- 
tomy. ANnpREw Futierton, Belfast. The British 
Medical Journal, June 24, 1922. : 

Certain objections which may be urged against cholecyst- 
enterostomy and cholecyst-gastrostomy : 

1. The gall-bladder and its contents are infected and may 
remain so. This constitutes a grave danger to the health 
of the patient. 

2. Gall stones may form, or, if they have been removed, 
may recur. 

3. The contents of the stomach, duodenum, or colon may 
regurgitate into the gall-bladder. 

These disadvantages may be met, to a large extent, by 
the following procedure: The gall-bladder is opened and 
cleared of its contents. A light clamp is placed near the 
neck, and the greater part of the viscus is removed. The 
small remaining portion is anastomosed to the duodenum, 
so that when the operation is completed the cystic duct opens 
into the duodenum without the intervention of any sac 
which might harbor gall stones or regurgitated intestinal 
contents Just enough of the gall-bladder is left to enable 
the anastomosis to be satisfactorily accomplished. 


The Spontaneous Reduction of Intussusceptions. 
Duncan C. L. Fitzwitiiams, Paddington, England. 
The Practitioner, July, 1922. 

Intussusception is a far commoner condition than has been 
supposed. It is only those cases that go too far and remain 
unreduced too long, that cannot be reduced by the mechan- 
ism of the bowel. Dietetic causes have become recognized 
as the cause of the condition. Some sweet or crust, given 
as a treat to a milk-fed baby, is the usual admission if one 
can be obtained. The odd substance passes down the intes- 
tine, which is thrown into unaccustomed movement by its 
strange presence. During this awkward and incoordinated 
action of the bowel, an intussusception takes place. Symp- 
toms are developed. which are thought to be diarrhea and 
enteritis, but the condition becomes reduced before it goes 
to such a length as to enter the dangerous realm of path- 
ology. 

Fitzwilliams reports 4 illustrative cases. Many cases give 
histories of previous attacks. Besides the pain, colic, and 
vomiting there may be slight diarrhea, to begin with, the 
passage of mucus, and even sometimes the appearance of 
blood. The passage of blood is one of the last symptoms 
to appear. It means that the congestion of the intussuscep- 
tion is extreme. It is due to the tightening of the sheath 
upon the intussusception. There is only one way to ex- 
amine for the tumor of an intussusception at an early date 
and that is when the child is asleep or lying quite flaccid, 
free from pain. One seats oneself at the side of the bed, 
and if the child is asleep so much the better. Slipping the 
warm hand under the bedclothes, one lays it on the abdo- 
men of the child, and waits. Quite often without doing 
anything else the tumor will be felt to harden, and the 
diagnosis is made then and there. If no peristalsis is felt. 
slight movements should be made with the fingers to induce 
it, when it can at once be felt. ‘ 


The Réle of the Pyloric Ring in Ulcer and in Second- 
ary Ulcer of the Jejunum. (Uber die Bedeutung des 
Pylorusringes fiir das Ulcusrezidiv and das Ulcus pepti- 
cum jejuni). Pror. Dr. Hans Finsterer, Vienna. 
Archiv fiir klinische Chirurgie, June 16, 1922. 

Finsterer recommends in duodenal ulcer that resection 
be done and that at least half or two-thirds of the stomach 
be ablated in addition. If resection of the duodenal por- 


tion be impossible, he advises that gastro-enterostomy be 


done and that the pylorus be excluded by a wide resection 
of the stomach along the lines mentioned. The practice of 
many of the other men quoted seems to follow along these 


lines. The important element in the prevention of jejunal 
ulcer Finsterer believes to be the ablation of the large seg- 
ment of the stomach; the pylorus plays a minor role in the 
secondary ulcers. Jejunal ulcer is possible after his opera- 
tion if the segment of stomach removed is too small, or 
when there is retrograde filling of the excluded loop. This 
is an important item in the prevention of the secondary ulcers 
and is obviated by Finsterer by making the line of the 
stoma at an angle of 30° to 40° with the long axis of the 
stomach and parallel with that of the body. 


Pneumatosis Cystoides Intestini Hominis. Dr. Franz 
hint Koln. Archiv fiir klinische Chirurgie, June 
16, 1922. 

Operation is not absolutely indicated as spontaneous cures 
are reported. Simple laparotomy, as in tuberculous peri- 
tonitis, seems to have a curative effect because of the admis- 
sion of air and the consequent hyperemia. Large air cysts 
exerting pressure or other disability must be removed. 


The Treatment of Carcinoma of the Rectum. (Die 
Therapie der Rectumcarcinome). E. E, Pripram. Leip- 
zig. Archw fiir klinische Chirurgie, June 16, 1922. 
Hochenegg’s method of resection (with end-to-end cir- 
cular suture) yields the best results. The suture line is 
further guarded by a plastic after Rotter’s method. A pre- 
liminary artificial anus, because it permits the retrogression 
of acute inflammatory processes, makes many seemingly 
inoperable cases operable. For inoperable cases a colostomy 
gives many years of useful life; it is.preferable to the forms 
of radiant energy as a therapeutic measure in the present 
state of knowledge. Combined methods of operation (ab- 
domino-sacral) bring two great dangers: operative shock, 
and pelvic infection. The last frequently lead to bowel ne- 
crosis. Tight closure of the pouch of Douglas is essential. 
Shock is to be lowered or prevented by shortening the time 
of operation. Two-stage operations after Kiittner’s technic 
has given good results. In the absence of any sphincter, 
artificial formations, utilizing muscle flaps give poor re- 
sults. The best of these makes use of a rubber ring 
(Matti’s method). Solid and infiltrating carcinoma has the 
greatest tendency to recurrence and metastasis. 


Echinococcus Anaphylaxis. (Ueber Echinokokkenana- 
phylaxie.) Dr. JoHaANN Huco Bortert, Sibenik. 
Wiener klinische Wochenschrift, May 25, 1922. 

Good results are reported concerning the diagnostic value 
of the echinococcus cyst fluid reaction and of its value in 
active immunization of animals against echinococcus disease. 
There does not seem any promise that the artificial increase 
i antibody content will have any effect in the established 

isease. 


Report of a Case of Disseminated Gummatous Sporo- 
trichosis, with Lung Metastasis. Louis M. War- 
FIELD, Milwaukee, Wis. The American Journal of the 
Medical Sciences, July, 1922. 

A case of disseminated gummatous sporotrichosis in a 
young colored man is reported. There was a nodule in the 
right lung, suspected on physical examination, seen in the 
roentgen-ray plate and confirmed at autopsy culturally and 
histologically. This is the first case of its kind reported 
in American literature. 


Mediastinal Tumors. (Beitrage zur kenntnis der Medias- 
tinaltumoren). Dr. Sorce, Allenstein. Archw fiir 
klinische Chirurgie, June 16, 1922. 

Benign tumors demand operative intervention only when 
there are pressure effects. The various methods of decom- 
pression by splitting the sternum are recommended as pallia- 
tive operations. The longitudinal mediastinotomy is con- 
sidered more dangerous by Sauerbruch. For posterior 
mediastinum tumors is recommended the Enderlein opera- 
tion, which consists of the formation of a rectangular flap 
based on the median line of the spine and extending forward 
to the scapula and from the third to the ninth segments; 
the tumor is exposed extrapleurally. Operation is useless 
in malignant tumors. 

Radium therapy has to its credit isolated cases in which 
some benefits have accrued; for the most part these have 
been temporary. 
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The Treatment of Empyema. A. C. Baker, Fergus 
Falls, Minn. Minnesota Medicine, July, 1922. 

Acute empyema is best treated: (1) by aspiration; (2) 
by catheter drainage, being careful to prevent pneumotho- 
rax; (3) by rib resection. By the time this is requisite, ad- 
hesions have usually minimized the dangers of an acute 
pneumothorax. 

After a period of approximately three months, if a cure 
is not effected, the case should properly be considered 
chronic and should be treated accordingly. Certain types 
are chronic from the beginning in the sense that they do 
not heal with simply adequate drainage; here the irrigation 
with Dakin’s hypochlorite solution is the treatment of 
choice. 

For the cavity which does not now become obliterated, a 
pulmonary decortication through the rib-spreading exposure 
after a preliminary irrigation treatment is the most con- 
servative procedure. 

If then unsuccessful a plastic operation is indicated. 

Tuberculous empyema, not secondarily infected, should 
not be drained and should be aspirated only for a consider- 
able accumulation of fluid. Murphy’s method of injecting 
from two to twelve ounces of two per cent formaldehyde 
in glycerine should be used, injecting an amount equal to 
half the amount withdrawn. ‘Air is then introduced until 
the manometer reading is near the negative point, or, if it 
is a case of artificial pneumothorax, the pressure is raised 
to that usually given this patient. In from two to seven 
days the patient is again aspirated and again injected with 
the formaldehyde solution. This is continued every three 
to ten days until the character of the fluid becomes sero- 
sanguineous, when it is sterile, and harmless. A large cavity 
may persist in these cases for years without any effort at 
lung expansion. It has been found that the pleura is not 
much thickened, and here probably a fibrosis of the lung 
has occurred which may also occur in old pyogenic empyema 
where the lung has lost its power of expansion. 

The closure of bronchial fistulas is a requisite to healing. 

Bronchial fistulas are the only contraindications to irriga- 
tion with Dakin’s hypochlorite solution; here a normal salt 
solution should be used until such a time as the closure of the 
fistula has been secured. 

Most sinuses close eventually after the obliteration of 
chronic cavities. Those that do not, require treatment by 
some plastic operation. 

Preliminary sterilization reduces infection, amount of 
shock, extent of operation and consequently the mortality 
and in very many cases removes the necessity of any opera- 
tion whatsoever. 


A Method of Keeping Fallopian Tubes Open, Wr- 
LIAM T. Kennepy, New York. The American Journal 
of Obstetrics and Gynecology, June, 1922. 

Kennedy uses Cargile membrane hardened in alcohol for 
at least 48 hours, threading it through the fallopian tubes 
and the cavity of the uterus to keep these tubes open both 
into the uterine cavity and into the peritoneal cavity. The 
membrane is flexible and strong, non-irritating to the tis- 
sues and is slowly absorbed, giving all raw surfaces time 
to heal and allowing this part of the genital tract to remain 
patent. The procedure takes from 10 to 30 minutes. The 
technic is described. 


The Surgical Treatment of Uterine Prolapse: End 
Result in Thirty Cases. Jonn M. Hunoiey and 
Joun M. Hunotey, Jr. Baltimore. Md. Annals of 
Surgery, July, 1922. 

_ The interposition gave better results than any other opera- 

tion the authors have used in extreme cases of uterine pro- 

lapse. Of the thirty cases there has been no return of the 

Procidentia. In one the rectocele returned; she reported 

t she was sufficiently comfortable, and did not wish to be 
Operated on again. A small percentage of the patients com- 
plain of some bearing down and discomfort in the bladder 
after doing a hard day’s work. 

In cases with marked eversion of the vaginal walls, as- 
sociated with complete uterine prolapse, a cure can be ef- 
fected by plicating the cul-de-sac of Douglas, and anchoring 
it to the posterior wall of the cervix, together with shorten- 
ing of the utero-sacral ligaments. 


Is the Shape of the Pubic Arch a Factor in the 
Causation of Cystocele? F. C. Gotpssoroucn, Buf- 
falo. N. Y. New York State Journal of Medicine, 
July, 1922. ‘ 

Goldsborough suggests that where there is a wide rounded 
arch, the presenting part in its descent—in the pelvis and 
especially in its passage through the pelvic outlet—comes 


‘in close contact with the posterior surface of the symphysis 


and the pubic arch, thus stretching or tearing the supporting 
ligaments of the bladder from their attachment to the pos- 
terior surface of the pubis and, later, cystocele develops. 
Where there is a narrow arch the presenting part must pass 
further posterior and these bladder attachments are not 
injured. 


Treatment of Erysipelas by Vaccines. J. RoNALpson 
Russett, Westerham, Eng. The British Medical Jour- 
nal, July 1, 1922. 

Russell records a typical case of facial erysipelas treated 
successfully by antistreptococcal vaccine. 

The patient was a woman, 29, who was taken suddenly 
ill with rigors and a raised patch of erysipelas on the side 
of the nose. This rapidly spread over the forehead. and the 
temperature rose to between 1049 and 105°. After inject- 
ing a dose of 5 million in less than twenty-four hours 
the temperature fell to 99.2°. A second dose of 20 million 
was then injected, and the temperature fell to normal, re- 
maining subnormal for several days. The patient made an 
uninterrupted recovery. 


‘The Treatment of Erysipelas with the Quartz Lamp. 
(Zur Behandlung des Ersipels mit Quartz-lampe 
(Kuntstliche Hihensonne) ). Dr. Avots Czepa, Wiener 
klinische Wochenschrift, June 22, 1922. 

Good results are reported in the treatment of this condi- 
tion in an experience of about 100 cases, the greater number 
of which had involvement of the face. Czepa prefers the 
quartz lamp to the x-ray, as the technic is much simpler. 


Radium Emanations in Exophthalmic Goiter—Blood 
Vessels of Adenomas of Thyroid. Wattace I. 
Terry, San Francisco, Cal. Journal of the A. M. A., 
July 1, 1922. 

Radium emanations have been used by Terry and his asso- 
ciates in thirty-three cases of exophthalmic goiter. Only 
patients suffering from an extreme degree of hyperthyroid- 
ism, due to hyperplasia of the thyroid—the true exophthal- 
mic goiters, have been subjected to this treatment, and only 
with the idea of converting them into better risks for major 
surgical procedures. Final results have been obtained in 
sixteen of the thirty-three cases in which radium emana- 
tions were received. Ten patients are definitely cured after 
resection. Of these, one had diabetes mellitus, which has 
apparently disappeared since resection. Another had pro- 
found toxemia with jaundice at the time of entrance. In 
two cases there has been an apparent cure by radium alone. 
The amount of emanation and the number of tubes should 
vary according to the size of the goiter and the intensity of 
the symptoms—from 4 to 10 millicuries, contained in from 
six to eight tubes. The emanations are of value in prepar- 
ing bad risk cases of exophthalmic goiter for further sur- 
gical treatment. They should not be used in adenomatous 
goiters. 


Radium Treatment of Parotid Tumors. Dovcras A. 
Quick and FrepertcK M. Jonnson, New York City. 
New York State Journal of Medicine, July, 1922. 

Parotid gland tumors offer a favorable and encouraging 
opportunity for radium therapy. 
Results for the 4 years ending with 1921, may be tabu- 
lated as follows: 
Clinically 


No. of Free Unim- 


Cases of Disease Improved proved 
Primary Operable .. 8 7 I o 
Primary Inoperable .. 20 i 7 6 
Recurrent Operable .. 3 3 
Recurrent Inoperable. 23 5 8 10 


The status of the radium treatment of parotid tumors is 
as follows: 
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(a) Mixed tumors—If the case is favorable for excision 
it is likewise favorable for radium therapy and the latter 
does not predispose to recurrence or the production of metas- 
tases. If the tumor is inoperable, radium offers an oppor- 
tunity that may lead to improvement or clinical cure. 


(b) Carcinomas—Whereas surgical results are very dis- 
appointing, radium treatment affords a reasonable hope of 
disease control or clinical cure. 


Hemangiomas of the Gastro-Intestinal Tract. Ep- 
WARD STARR Jupp and Frep W. RAnkKIN, Rochester, 
Minn. Annals of Surgery, July, 1922. 


Angiomas of the gastro-intestinal tract are rare and may 
simulate malignant conditions. When they occur in the 
stomach, they are generally found on the posterior wall in 


the common location for malignant conditions. 


Similar to other benign tumors of the stomach, angiomas 
are occasionally found in young persons. There may be no 
definite gastric upset, the main complaint being weakness 
and epigastric discomfort. The acid values of the gastric 
secretion are generally normal and the general condition of 
the patient is usually much better than that of the patient 
with a similarly located malignant lesion. 


Angiomas of the stomach, while generally small, may 
grow toa very large size. They are usually soft and covered 
with mucous membrane. Histologically, they are composed 
rn oo bloodvessels and masses of fibro-blasts and endothelial 
cells. 


Syphilitic Backache. Warren THompson, Omaha, Neb. 
The American Journal of the Medical Sciences, July, 
1922. 

Pain is usually the chief symptom. It may come on sud- 
denly, similar to that produced by an acute focal infection, 
or the onset may be gradual, extending over a prolonged 
period of time, manifesting itself by a general soreness. It 
is generally definitely localized in the part of the spine 
involved unless there is an associated involvement of the 
posterior nerve roots or the cord itself, in which cases the 
distribution or radiation of the pain varies accordingly. One 
very characteristic and diagnostic feature lies in the fact 
that the pain, although quite constant, is invariably greatly 
intensified at night. Local tenderness is marked, which be- 
comes acute on percussion over the affected area. There is 
limitation of motion and attempted movements show in- 
creased rigidity and aggravate the pain. If the bony in- 
volvement is extensive slight swelling or considerable tume- 
faction is visible. 


The pathology is similar to bone syphilis elsewhere. it 
may be a simple periostitis, an osteitis or a combination of 
both, depending on the extent of the process. Syphilis tends 
to form new bone, and the nodules which thus arise fre- 
quently make pressure on nerve roots, thereby acting me- 
chanically as a factor in the production of pain. Gummatous 
formation in the body of the bone may undergo liquefaction 
necrosis. 


The diagnosis of syphilitic backache necessitates the care- 
ful exclusion of all other possible factors producing back- 
ache. It is particularly liable to be confused with osteo- 
arthritis from focal infection, tuberculosis, metastatic in- 
vasion of the spine from malignant tumors and typhoid spine. 


The roentgen-ray is a valuable aid, and yet in early lesions 
the findings are often negative. Periostitis is manifested by 
a diffuse thickening of the periosteum with possibly some 
bony deposits. New-bone formation is a characteristic of 
syphilis involving the bone. Gummata involving the body 
of the spine with little evidence of new-bone formation are 
particularly confusing, the differentiation of this condition 
from tuberculosis or metastasis from malignant tumors being 
difficult. In more advanced cases of syphilitic spondylitis 
the picture is so definite that the roentgenologist can make 
the diagnosis unaided. 


It must be remembered that the Wasserman test is fre- 
quently negative in syphilis of bone. A careful search for 


evidence of syphilis elsewhere in the body is of the utmost 


importance. Irregular pupils or other manifestations of cen- 


tral nervous system involvement are helpful in arriving at a 
final diagnosis. 

Insofar as the backache resulting from syphilitic spondy- 
litis is concerned the prognosis is excellent, particularly in 
early cases properly treated. The chief concern rests in the 
nerve and cord involvement, the outcome of which is always 
uncertain. 


Book Reviews 


Gynecological and Obstetrical Pathology. Including 
Chapters on the Normal Histology and the Physiology 
of the Female Genital Tract. By Robert 
Frank, A.M., M.D., F.A.C.S., Denver, Colorado. Fel- 
low of the American Gynecological Society, Honorary 
Fellow of the New York Obstetrical Society, Fellow of 
the New York Academy of Medicine and of the New 
York Pathological Society, Late Associate Gynecologist, 
Mt. Sinai Hospital and Late Associate in Cancer Re- 
search, Columbia University, New York City, etc. Large 
octavo; 536 pages; 338 illustrations of which 281 were 

_ drawn by the author. New York and London: D. 
APPLETON AND COMPANY, 1922. 


This sort of a book, we are bound to confess, is not often 
turned out in this country. In thoroughness, breadth of in- 
sight and general erudition, it reminds one strongly of the 
classical monographs produced by continental writers. Per- 
usal of the book indicates clearly that it was not written as a 
piece d’occasion but that many years of research and study 
were spent in its preparation. The illustrations alone, 
which—with the exception of some photomicrographs—are 
all original, splendid drawings made by the author himself 
from specimens in his collection, represent an immense labor. 
The references occupy an appreciable portion of the book, 
and unlike many textbooks, the citations are in the text, 
are most comprehensive, and from various languages, and 
reflect diligent study. 


Frank’s plan is systematic. After a short introductory 
chapter upon the method of study and proper manner of 
submitting a report upon specimens, the technic of embed- 
ding, staining, etc., is briefly set forth. There follows a 
valuable chapter on the normal histology of the female 
generative tract which is better than that in any textbook 
with which we are acquainted. The chapter on “The Rela- 
tion of the Normal Histology of the Female Generative 
Tract to Symptoms and Physiological Function” would 
serve, in itself, to give distinction to the work. It deals 
with the changes in the generative tract in relation to 
growth, the menstrual cycle, ovulation and pregnancy. The 
succeeding eight chapters discuss the special pathology of 
the great anatomic divisions of the female generative tract, 
viz.: the vulva, vagina, uterus, Fallopian tubes, ovary, paro- 
varium and pelvic connective tissues. The work ends with 
chapters on obstetric pathology, malformations, and the 
glands of internal secretion in relation to gynecology and 
obstetrics. This chapter, while short, is splendid in the 
amount of information it sets forth. It reflects the authority 
of Frank’s numerous and familiar studies in this field. 

The treatise bears a tone of authority that is most unusual. 
While the literature has been exhaustively abstracted the 
personal note is not lacking and no one need ever be in 
doubt as to what the author thinks. Frank long has been 
known as an earnest worker in the pathology of the female 
generative tract, so that a great deal of the information im- 
parted is of the first hand variety and what isn’t has been 
submitted through the eyes of an exceptionally critical ob- 
server. Moreover, Frank is a clinician and operator of wide 
experience so that the practical aspects are never for a mo- 
ment lost sight of. 

The work has all the earmarks of an authoritative manual. 
It will be many years before it can be displaced by another 
in any language. To the clinician as well as to the path- 
ologist it will prove indispensible. We predict that it will 
be speedily recognized as a standard treatise. 
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Abdominal Pain. By Proressor Dr. NorBert ORTNER, 
Chief of the Second Medical Clinic at the University 
of Vienna. Authorized translation by Witt1am A. 
Brams, M.D., formerly Lieutenant-Commander, Med- 
ical Corps, U.S.N.; and Dr Atrrep P. Lucer, First 
Assistant, Second Medical Clinic, University of Vienna. 
Small octavo; 362 pages. .New York: Resman Co., 
1922. 

Ortner is one of the most conspicuous pupils of Neusser, 
who post-graduate students in Vienna may remember as a 
consummate clinician of almost encyclopedic mind. Neusser 
was a comparatively silent man and his writings are few. 
But he will be remembered for his pupils who have carried 
down his tradition for accurate clinical observation and 
precision in diagnosis. This work of Ortner’s admirably re- 
flects the character of this school. Abdominal pain is dis- 
cussed from every possible phase, anatomical, regional and 
nosological. The text emphasizes, above all, the value of 
studying symptomatology, a much neglected field in these 
days of rabid intensity of interest in laboratory data. The 
book deserves a wide reception. 


Progressive Medicine. A Quarterly Digest of Advances, 
Discoveries and Improvements in the Medical and Sur- 
gical Sciences. Edited by Hoparr Amory Hare, M.D., 
LL.D., Professor of Therapeutics, Materia Medica and 
Diagnosis in the Jefferson Medical College, Philadel- 
phia; Physician of Diseases of Children in the Uni- 
versity of Pennsylvania; Member of the Association of 

_ American Physicians, etc. Assisted by Leicuton F. 
AppLeMAN, M.D., Instructor in Therapeutics, Jefferson 
Medical College, Philadelphia; Ophthalmologist to the 
Frederick Douglass Memorial Hospital and to the Burd 
School; Assistant Surgeon to the Wills Eye Hospital. 
Volume I. March, 1922. Surgery of the Head, Neck 
and Breast—Surgery of the Thorax, excluding Dis- 
eases of the Breast—Infectious Diseases, including 
Acute Rheumatism, Croupous Pneumonia and Influenza 
—Diseases of Children—Rhinology, Laryngology and 
Otology. Octavo; 366 pages; illustrated. Philadel- 
phia and New York: Lea & Fesicer, 1922. 


In reviewing the present volume of Progressive Medicine, 
it is unfortunate that one has to choose the work of special 
contributors for comment and this should not be construed 
as the opinion of the reviewer that they possess more merit 
than those unmentioned. 

Frazier gives a particularly good clinical survey of ven- 
triculography as well as an excellent discussion of the use 
of hypertonic salt solution to dehydrate the brain. Nowhere 
in recent reviews can be found a better discussion of the 
present knowledge of epidemic encephalitis than is given 
here by Ruhrah. The chapter on mammary carcinoma by 
Miller is especially useful, while Coates’ summary of the 
year’s progress in rhinology, laryngology and otology, 
leaves little to be desired. 

This volume maintains the high standard of Progressive 
Medicine. Familiarity with the contents of this volume 
affords not only knowledge of but a clinical valuation of the 
year’s literature in the fields covered. 


Progressive Medicine. A Quarterly Digest. Edited by 
Hosart Amory Hare, M.D., LL.D., Professor of 
Therapeutics, Materia Medica and Diagnosis in the Jef- 
ferson Medical College, Philadelphia; Physician to the 
Jefferson Medical College Hospital, etc. Assisted by 
LeicHton F. AppLtEMAN, M.D., Instructor in Thera- 
peutics, Jefferson Medical College, Philadelphia; 
Ophthalmologist to the Frederick Douglass Memorial 
Hospital and to the Burd School, etc. Volume II. 
June, 1922. Octavo; 387 pages; illustrated. Philadel- 
phia and New York: Lea & Fesicer, 1921. 

This is another volume that maintains the standard of 
Progressive Medicine. It contains excellent reviews on 
Hernia; Surgery of the Abdomen, Exclusive of Hernia; 
Gynecology; Disorders of Nutrition and Metabolism; Dis- 
eases of the'Glands of Internal Secretion; Diseases of the 
Blood and Spleen; Ophthalmology. In his excellent review 
of the literature of abdominal surgery Wilensky expresses 
digresses to commend “group practice.” The papers are 


summaries of the year’s progress and as reviews rank with 
anything published. 


Blood Transfusion. By Grorrery Keynes, M.A., M.D., 
Cantas., F.R.C.S., Engiand. Second Assistant, Sur- 
gical Professorial Unit, St. Bartholomew’s Hospital. 
Octavo; 166 pages; 13 illustrations. London: Henry 
FRowpdE AND Hopper & STOUGHTON, 1922. 

Geoffrey Keynes’ little book on blood transfusion sum- 
marizes the ordinary information of medical men. The 
preliminary historical section is interestingly told. The 
discussion of blood grouping unfortunately accepts the Moss 
rather than the Jansky classification which is the standard 
in this country and on that account the book loses much 
value here. The method of blood grouping is well illus- 
trated. Unfortunately, dilutions with a blood-counting 
pipette, which is common in America, are not mentioned. 

The chapters on method are a disappointment. No men- 

tion is made of the Lindeman needle. The credit for a 

double needle is given to J. M. Graham of Edinburgh and 

on page 114, it is stated “a modification of the method has 
been described by Unger in which only one syringe is used. 

The barrel is cooled by an ether spray so that clotting is 

discouraged or prevented.” This statement is especially un- 

fortunate as the object of the cooling is to prevent the 
swelling of the syringe piston from heat due to friction. 

This particular surgical wrinkle was recommended by Els- 

berg. No mention is made of the very important contri- 

bution of Unger consisting of his three-way-valve. One 
does not have to turn farther than to the author’s own bibli- 
ography to learn that Fraham published his observations on 
the technic of blood transfusion in 1919. Unger’s appeared 
in 1915. In this country, one rarely hears any longer of 

Kimpton Brown’s tube. Four entire pages are devoted to 

it in this little work. The book is an excellent illustration 

of chauvinistic ardor. 


Individual Gymnastics. A Handbook of Corrective and 
Remedial Gymnastics. By Litt1an Curtis Drew, Di- 
rector of Department of Corrective Gymnastics, Central 
Branch Y. W. C. A., New York City; Instructor in 
Corrective and Remedial Gymnastics, Central School of 
Hygiene and Physical Education. Duodecimo; 225 
pages; 100 engravings. Philadelphia and New York: 
Lea & FEBIGER, 1922. 

Miss Drew’s little book on individual gymnastics contains 
the usual lay information concerning exercises. As a special 
plea for individual training of deficient muscles, it contains 
nothing new and offers the usual commonplaces of similar 
books. From reading the book, one would think that per- 
fect health depended entirely on gyrations indoors and one 
can scarcely see the merit of inverted postures so import- 
tantly pictured in figure 3. It is true that employment of 
muscles, like other functions, contributes to health. Posture 
is an expression not only of consciously maintained muscular 
contraction but also of muscle tone influenced by viscera 
integrity and tension. : 
Opiate Addiction. Its Handling and Treatment. By 

Epwarp Huntincton WiiiiAMs, M.D., Associate Edi- 
tor of the Ency. Brit. (Tenth Edition) ; Assistant Phy- 
sician, New York State Hospital System; Special Lec- 
turer on Criminology and Mental Hygiene, State Uni- 
versity of California. Duodecimo; 194 pages. New 
York: THe MacMirran Company, 1922. 

Dr. Williams’ little book on opiate addiction gives no new 
information. It is largely a special and veiled plea for the 
gradual reduction and ambulatory withdrawal of opium. 
This method after a very expensive and extensive experi- 
ment was abandoned by the Department of Health in New 


’ York City because it failed to accomplish its purpose. The 


author says much about the accepted view concerning the 
psychological basis of drug addiction. Nowhere is there 
an effort to scientifically classify or treat the psychogenic 
factors, which are lumped together. There is no effort to 
separate the neurotic from the paranoid or other mental 
trends. An instance of the loose thinking is contained in 
the following: “We treat at least twenty cases of sickness 
outside of hospitals for every case treated in a hospital.” 
Anyone who considers this statement carefully can readily 
see its fallacy. The book is built on similar generalities. 
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This volume gives the impression that it was written for 
lay consumption and especially for those restless unfor- 
tunates who take opiates as a defense. 

Papers from the Mayo Foundation for Medical Edu- 
cation and Research and the Medical School. I. 
1915-1920. Edited by Mrs. Maup H. Metuisn. Oc- 
tavo; 659 pages; 203 illustrations. Philadelphia and 
London: W. B. Saunpers Co., 1921. 

For generations, the theses of the French and the dis- 
sertations of the German universities have occupied a 
unique place in medical literature giving the pioneer work 
of young investigators guided by their masters. Some of 
these papers are classics. The present volume presents the 
theses of the Mayo Foundation and is composed of investi- 
gations which deserve to rank with the French and German 
theses and dissertations. This method of presenting the 


-valuable information they contain deserve commendation. 


All the padding necessary for a pamphlet or a monograph 
has been omitted. Some of the papers have been published 
elsewhere in full. The range of topics includes subjects of 
interest to surgeons and physicians. The volume is divided 
into papers on the Alimentary Tract, Urogenital Organs, 
Ductless Glands, Circulatory Organs, Blood, Skin and 
Syphilis, Nervous System, Head, Trunk, and Extremities 
and Metabolism. The interest extends from such purely 
clinical topics as gastro-jejunal ulcers to such as The De- 
ee of the Suprapericardial Body in Squalus Acan- 
thias. 


Protein Therapy and Non-Specific Resistance. By 
F. Peterson, M.D., Associate in Pathology, 
University of Illinois, College of Medicine, Chicago, 
Illinois; with an Introduction by JosepH L. Mutter, 
M.D., Professor of Medicine, Rush Medical College, 
University of Chicago, Chicago, Illinois. Octavo; 314 
pages. New York: Tue Macmmuian Co., 1922. 

Professor Peterson has placed the medical profession in 
his debt by collecting all the facts concerning protein ther- 
apy and non-specific resistance into one small volume with 
an ample bibliography. There is an excess of zeal for his 
theme, since he seems to have lost sight of the reflex me- 
chanisms of the nervous system when counter-irritation 
is included and the absorption of an inflammatory exudate 
is found a satisfactory explanation of its benefits. The ex- 

planation of non-specific therapy is in the customary im- 

munological terms of Ehrlich. We hope that at some future 

time Professor Peterson will rewrite his book and explain 
non-specific resistance in terms of physical chemistry. 


A Manual of Diseases of the Stomach. By Witt1am 
MacLennan, M.B., Honorary Consulting Physician, 
Western Infirmary, Glasgow; Glasgow Royal Matern- 
ity and Women’s Hospital; McAlpin Nursing Home, 
etc., etc.; with the Assistance of J. Satissury Cralc, 
M. B., Ch.B., Extra Physician, Out-door Department, 
Western Infirmary, Glasgow. Octavo; 392 pages; il- 
lustrated. New York: Loncmans, Green & Co.; Lon- 
don: Epwarp ARNOLD, 1921. 

This work is the outgrowth of, and deserves the respect 
due, long years of experience in the study and teaching of 
gastro-enterology. It makes a serious and far-reaching plea 
for thoroughness in diagnosis and treatment of diseases of 
the digestive system. The keynote is the conception of 
striking a fair balance between clinical and laboratory find- 
ings, and laparotomy as a primary resort in diagnosis, which 
the author thinks is a timely keynote for a treatise on diag- 
nosis, written in 1921. It is through these qualities, as 
as well as the large amount of accessible information, that 
these pages will make their appeal to the teacher, the stu- 
dent and the practitioner. 


_ A Manual of Practical Anatomy, A Guide to the Dissec- 


tion of the Human Body. By Tuomas WALMSLEY, 
Professor of Anatomy, Queen’s University, Belfast. In 
Three Parts. Part II. The Thorax and Abdomen. Oc- 
tavo; 233 pages; illustrated. London and New York: 
LonaMANS, GREEN & Co., 1921. 
This is a very practical handbook for regional dissection. 
The descriptions of anatomical parts, especially of intricate 
ones like the peritoneum, and the fascia of the inguinal 
and pelvic regions, is remarkably clear and easy to under- 


stand. Each section of the book begins with a rather gen- 
eral discussion of the particular region, with directions for 
dissecting, and many clinical sidelights. This is followed 
by a detailed description of each organ. The volumes are 
completely illustrated with diagrams, many of which are 
very ingenious. 

A Pocket Surgery. By Duncan C. L. FitzWittams, 
C.M.G., M.D., Ch.M., F.R.C.S. (Edin. and Eng.), 
Fellow (Late President) of the Royal Medical Society 
of Edinburgh; Fellow of the Medical Society of Lon- 
don and Royal Society of Medicine; Surgeon in Charge 
of Out-patients and Lecturer in Clinical and Operative 
Surgery, St Mary’s Hospital, London; Surgeon, Hos- 
pital for Sick Children, Paddington Green; Surgeon to 
Mount Vernon Hospital for Tuberculosis, etc. Small 
octavo; 348 pages. New York: Loncmans, Green & 
Co., 1921. 

This is just what it claims to be, “a pocket surgery.” It 
should serve its purpose as a good ready reference work, 
being replete, but not redundant, in signs and symptoms, 
complications, standard methods of treatment, etc. The in- 
troductory chapter, on the principles of bacteriology and 
immunity, is written in the same brief outline form as the 
rest of the book, but without the same success. 
injured. 

Glands in Health and Disease. By Benyamin Harrow, 
Ph. D., Associate in Physiological Chemistry, College 
of Physicians and Surgeons, Columbia University. Oc- 
tavo; 218 pages. New York: E. P. Dutton & Com- 
PANY, 1922. 

This is another one of Professor Harrow’s attractive, 
popular presentations of timely medical topics. In the main, 
the book is reliable and may be recommended by physicians 
to their patients seeking enlightenment. There are some 
curious statements, as when dectomy, derived from a Greek 
word meaning to cut out, is appended to the explanation 
of thyroidectomy. There is an unfortunate misprint on 
page 26 where 214 grams are given as the equivalent of an 
ounce. The view that pituitary extract is a diuretic is some- 
what out of date. Sexual facts are handled with good 
taste. The discussion of adrenalin is excellent, but diffi- 
cult for the medically untrained to follow. The chapter on 
organotherapy is conservative. The book deserves a wide 
audience. 

The Surgical Clinics of North America. Volume 2; 
Number 2. San Francisco Number. Philadelphia and 
London: W. B. SaunpEers CoMPANY, April, 1922, 

San Francisco surgeons have made a good showing in this 
number of “The Surgical Clinics of North America.” The 
contributions are by Bartlett, Brunn, Cleary, Cowan, Eloes- 
ser, Ely, Gilman, Huntington, Kilgore, Lynch, Naffziger, 
Pope, Spalding, Terry, Weeks and Woolsey. We confess 
to disappointment that there is none from Sterling Bunnell, 
whose articles on tendon suturing are always worth care- 
ful study. 

The subjects are well diversified and are all treated with 
a commendable lack of “padding.” We found especially 
‘interesting and instructive’—to use the stock phrase— 
Bartlett’s case of traumatic defect of the mandible treated 
by bone graft from the crest of the ilium and his case of 
anthrax pustule treated by antianthrax serum; Ely’s clinic 
on chronic arthritis of the knee; Gilman’s article on sur- 
gical complications in amebiasis; Brunn’s technic of closed- 
end anastomosis of the sigmoid and rectum in resection for 
carcinoma, with which he has operated upon 10 cases, “with 
out any. difficulty and with an extremely smooth convales- 
cence” (he advises preliminary colostomy and prefers to 
place this in the transverse colon); and the very sensible 
clinic of Cleary on the restoration of function after certam 
injuries of the extremities. The others, however, are 
good. The illustrations are admirable. 

We would suggest to the publishers more careful proof- 
reading and better editing of the text. The typographic 
errors are inexcusably numerous; and expressions such as 
“an old chronic inflammatory tube” and “no demonstrable 
pathology” should be remorsely blue-penciled out of medical 
literature. They are an affront to our language and a dis- 
grace to a learned profession. 
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